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Editorials : 


Cortisone and Chickenpox 


In a letter to the Editor of Pediatrics, 
Robert J. Haggerty and R. Cannon Eley’ 
rcport the death of two children in the last 
t\o years at Children’s Medical Center, 
Boston, from varicella. Both children were 
r ceiving cortisone and both died in a state 
o shock a few days after the appearance of 
tle veseicles. Since death from varicella is 
s/ rare they wondered about the possible 
r: lationship of cortisone and in questioning 
the physicians in the Boston area found an- 
other possible case; a four year old boy, 
wi0 while receiving 50 mgm of cortisone 
lsily for asthma, developed varicella and 
died three weeks later of acute encephalitis. 

In an effort to determine whether others 
had had similar experience they wrote to 65 
physicians engaged in teaching or private 
practice in this country, Canada and Eng- 
land. The replies were prompt and con- 
tained reports of ten additional fatalities 
among children who were receiving cortisone 
at the time they contracted varicella. Al- 
though the replies cited children who had 
experienced an uneventful course of vari- 
cella while receiving cortisone in three of 
the fatalities cortisone had been admin- 
istered because of the severe nature of the 
disease. 

“We have been sufficiently impressed by 
the potential danger of administering cor- 
tisone in the presence of varicella (even in 
small doses) that we now advise termination 
of all such therapy as rapidly as possible in 
susceptible children who are known to have 
been exposed to the disease. Fortunately the 
incubation period of this infection allows the 
gradual reduction of dosage and adequate 
time for the adrenal glands to resume their 
normal function before the infection is man- 
ifested. One physician who answered our 
letter and whose practice is limited to al- 
lergy, posed the question whether it might 
be advisable to increase the dosage of cor- 
tisone rather than omit or decrease it dur- 
ing this period of stress. This, as well as 
many other questions raised by this survey, 


1) Pediatrics, 18:160, July, 1926 
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cannot be answered with assurance. From 
the experimental and clinical evidence now 
available, it does appear that these hor- 
mones, in some instances, may adversely 
alter the course of varicella, and upon this 
basis we have felt that it is prudent to 
rapidly reduce, and when possible, discon- 
tinue such therapy.” 


A Date for Your Calendar 


Mark the second Wednesday of each 
month from September through June on 
your calendar. If you have finished that, 
then read the rest of this announcement. 
These dates will be the times for the new 
Monthly Short Course Series at the Post- 
graduate Division, University of Oklahoma 
Medical School. This is a new venture of 
the Departments of Medicine, Surgery, Pedi- 
atrics, and Postgraduate Education. 

The second Wednesday of each month 
from 3:30 to 8:30 will be devoted to Post- 
graduate Medical Education. Each session 
will include four hours of lectures, seminars, 
case presentations, and discussions with a 
free dinner from 5:30 to 6:30. 

Registration may be made with the Post- 
graduate Division for the entire series for 
$20 or for individual sessions for $3 each. 
Advance registration for the entire course 
will be appreciated. 

With the same afternoon and evening each 
month set aside for this course, you may 
plan in advance your postgraduate training 
for the entire year and schedule office ap- 
pointments accordingly. The time was se- 
lected so that physicians from all over the 
state can spend the morning in the office 
and still arrive on time. The subjects to be 
covered will include a diversified group of 
topics on current problems. 

The Medical School in this venture is try- 
ing to fulfill its function as the center for 
medical education for the entire state. We 
hope you will help them by registering early 
for the entire series, by faithful attendance, 
and by helpful criticism and suggestions.— 


J.F.H. 
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THE NEPHROTIC SYNDROME 


Stewart Wolf, M.D.: Our patient this 
morning will be presented by Dr. Crosth- 
wait. 

Marion J. Crosthwait, M.D.: The patient 
is a 47 year old white male farmer who was 
admitted to University Hospital on Febru- 
ary 16, 1956 with complaints of swelling of 
the feet and ankles of 14 months’ duration, 
shortness of breath and generalized swell- 
ing for 10 to 12 months. 

The patient was well until 18 months prior 
to admission when he developed dull, aching 
frontal headaches which usually occurred 
early in the morning and subsided during 
the day. Fourteen months prior to admis- 
sion he noted the onset of slowly progres- 
sive pedal edema, malaise, weakness and oc- 
casional anorexia. Two to three weeks later 
he noted periorbital edema and edema of the 
hands which occurred in the morning and 
usually subsided during the day. At about 
this time he also noted nocturia and fre- 
quency, voiding as much as two liters of 
urine during the night. At that time he 
consulted a physician who made a diagnosis 
of Bright’s disease. Twelve months prior to 
admission his headaches became more severe 
and he began having some shortness of 
breath on exertion. He was treated with 
antihypertensive drugs, a low sodium diet 
and digitalis. He discontinued the latter, 
however, when he developed nausea and 
vomiting. He also received five blood trans- 
fusions during the ensuing 10 months, the 
first three of which were accompanied by 
transfusion reactions, characterized by pru- 
ritis, rash, chills and fever. During the sum- 
mer of 1955, he apparently had a spontan- 
eous diuresis and lost several pounds in 
weight. During this time his shortness of 
breath markedly decreased and he felt much 
improved. About two months later, how- 
ever, he suffered a recurrence of edema 
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which progressed to anasarca. Five months 
before admission, following a transfusion, 
he had two convulsions in rapid succession 
which were characterized by jerking of the 
arms and hands, and deviation of the mouth 
and followed by loss of consciousness for 16 
to 18 hours. There followed severe frontal 
and occipital headaches which required nar- 
cotics for relief. Two nights prior to admis- 
sion the patient had an episode of nocturnal 
dyspnea relieved by sitting up on the side of 
the bed. 

There was no history of gross hematuria 
“smoky” urine, nor of dysuria or pyuria. 
The patient had no knowledge of hyperten- 
sion prior to the onset of the present illness. 
His appetite has remained good thoughout. 

PAST HISTORY: The patient had the 
usual childhood diseases without complica- 
tions or seqeulae. Fourteen or 15 years ago 
there had been an episode of “kidney 
trouble” characterized by burning or uri- 
nation and “buttermilk” at the termination 
of voiding. This episode lasted only a short 
time and cleared spontaneously. 

FAMILY HISTORY: Father died of 
“Bright’s disease’. The patient was taking 
care of his father at the time of the onset 
of his present illness. 

PHYSICAL EXAMINATION: The pa- 
tient was a well-developed, fairly well-nour- 
ished, pale, white male with marked anas- 
arca, experiencing slight dyspnea, but in no 
acute distress. The blood pressure was 190/ 
100, the pulse 80 and regular, respirations 
24 and weight 192 lbs. Examination of the 
eyes revealed moderate periorbital edema 


or 
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and pale conjuntivae. Fundoscopic examina- 
tion showed narrowing of arterioles, exu- 
dates, flame-shaped hemorrhages and papil- 
ledema. There was pitting edema of the 
chest wall; the lungs were clear to asculta- 
tion and percussion. The left border of car- 
diac dulless was in the fifth interspace in 
the anterior axillary line. A Grade II sys- 
t lic murmur was heard in the third and 
f-urth interspaces to the left of the sternum. 
Shifting dullness and a fluid wave were 
f und in the abdomen and there was marked 
e‘ema of the penis and scrotum. The skin 
was pale and smooth. Small ecchymotic 
areas were found on the dorsum of the right 
hind and wrist. 


LABORATORY: The urine was clear 
unber with pH 6.6, specific gravity 1.007, 
10 to 12 RBC’s per high power field, 8 to 
1) WBC’s per high power field and 3 to 
4+} proteinuria. Total urinary protein was 
12.5 gms. per 24 hours. Urinary sodium 
was 5.2 meq. per liter and urinary potassium 
24.4 meq. per liter. Culture of the urine re- 
vealed non-hemolytic staph. aureus and 
alpha strep. Hemogram revealed a hemo- 
globin of 9.1 gm., a white blood count of 
6,050 with a normal differential and a sed 
rate of 25 mm. per hour. Blood chemistries 
showed a blood urea nitrogen of 43 mg, per 
cent, a serum cholesterol of 247 mgs. per 
cent and a total protein of 3.89 gms. per 
cent with a 2.19 to 1.70 A/G ratio. The se- 
rum sodium was 140 meq. per liter, the 
chlorides 130 meq. per liter, potassium 3.0 
meq. per liter and a CO. combining power 
of 14.3 meq. per liter. Serum calcium was 
6.0 mgs. per cent and serum phosphorus 8.6 
mgs. per cent. Ceph. floc. was 14 at 24 
hours and 3+ at 48 hours. 


HOSPITAL COURSE: The patient was 
given a 1000 mg. sodium, 100 gram protein 
diet. Potassium chloride 5 gr. t.i.d. was 
given until the serum potassium rose to 
within normal limits. The day following ad- 
mission 1 cc. of mercuhydrin was admin- 
istered and three days later 1 cc. of thio- 
merin. There has been a satisfactory diuresis 
with a weight loss of 20 pounds since ad- 
mission. He also received procaine penicil- 
lin, 600,000 units every 12 hours, aspirin 
and codeine. Blood pressure has ranged be- 
tween 220/140 and 210/100. 
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Doctor Wolf: Doctor Russo, are there any 
radiological findings of note? 

Peter E. Russo, M.D.: The chest film re- 
veals only slight enlargement of the left 
ventricle. The lungs appear clear. 

Doctor Wolf: There is much confusion 
about the use of the terms “nephrosis” and 
“nephrotic syndrome”. Indeed, the classifi- 
cation of and relationships involved in the 
various forms of Bright’s disease are poorly 
understood. Doctor Bourdakos, would you 
help us place these various conditions in 
proper focus? 

N. Bourdakos, M.D.: The term “nephrotic 
syndrome”, may cover a rather broad area 
of kidney diseases which have quite differ- 
ent etiologies and pathological findings but 
which lead to the same clinical findings of 
massive proteinuria, low serum proteins, an- 
asarca and hypercholesterolemia. There- 
fore, the clinical diagnosis of etiology in a 
patient showing these findings has been a 
confusing problem. Further confusion has 
arisen from the use of the pathological term 
“nephrosis” in such patients. This term en- 
compasses other processes, such as acute 
necrotizing nephrosis or toxic nephrosis, 
which have no relation to the symptomato- 
logy of the nephrotic syndrome. 

Let us review by the use of the chart the 
various types of renal diseases which may 
lead to the nephrotic syndrome and observe 
their inter-relationships. 

Acute diffuse glomerulonephritis is an 
important member of the nephritis family. 
Most of the patients with acute glomerul- 
onephritis recover completely. A few die in 
acute heart failure or with acute cerebral 
edema (pseudouremia or ecclamptic form of 
glomerulonephritis), usually because they 
have been loaded with intensive fluid ther- 
apy in an unwise attempt to force diuresis. 
A small percentage develop subacute glom- 
erulonephritis. This is a well defined path- 
ological entity. At the beginning the clinical 
picture is identical to that of the acute form. 
Later patients start to show signs of pro- 
gressive renal insufficiency. Most of them 
die within one year or less. The cause of 
death, in contrast to the acute form, is al- 
ways renal failure. Some patients develop 
chronic glomerulonephritis. After the acute 
stage there is a period during which the 
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renal lesions progress slowly. During this 
period the only clinical manifestation is oc- 
casional slight proteinuria. It may be many 
years before the full-blown picture of chron- 
ic glomerulonephritis and renal failure ap- 
pear. Often the course is not so latent. Sev- 
eral exacerbations resembling the acute 
stage may occur before the final develop- 
ment of chronic glomerulonephritis. These 
latter cases have been classified by Ellis as 
type I chronic glomerulonephritis. With 
both types of progression there may be a 
stage where the nephrotic syndrome de- 
velops. The symptoms may be identical at 
this stage with those of Epstein’s disease 
(lipoid nephrosis). Of course, if there is 
good evidence of nephritis such as signifi- 
cant hematuria, somewhat elevated blood 
pressure, mild or even latent renal insuf- 
ficiency, eye-ground findings or only the 
history of an acute stage the diagnosis of 
glomerulonephritis is not difficult. There 
are many cases, however, which show none 
of these clues, and it is quite impossible to 
make a differential diagnosis at this stage 
between subchronic glomerulonephritis and 
lipoid nephrosis. 

Another inflammatory type of renal lesion 
occurs in lupus erythematosus which may 
rather quickly produce the clinical features 
of the nephrotic syndrome. The associated 
skin findings, valvular heart lesions, and 
positive L.E. cell phenomenon aid in diag- 
nosis here. 

Under primary glomerular lesions we also 
see diabetic glomerulosclerosis (Kimmelstiel- 
Wilson’s syndrome), amyloidosis and lipoid 
nephorsis. Lipoid nephrosis was formerly 
considered to be a primary disorder of 
tubules, but recent evidence indicates other- 
wise. These diseases also may lead to the 
nephrotic syndrome. 


Finally we come to the group of primary 
tubular nephropathies, which is composed of 
toxic or ischemic lesions such as acute mer- 
cury poisoning and so-called “lower nephron 
nephrosis”. Their pathology has been studied 
nicely by the microdissection technique of 
Oliver. Interruption of the basal membrane 
(tubulorrhexis) and necrosis of the tubular 
epithelium (tubulonecrosis) mainly of the 
proximal tubules are the primary lesions. 
It seems that toxic agents produce necrosis, 
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while shock and ischemia result in lesions of 
the basal membrane. Actually, any case is 
inevitably a combination of both processvs, 
The main feature in this group is acute renal 
failure. The features of the nephrotic syn- 
drome are not found, except edema if tiie 
patient is overloaded with water. 

In summary, then, in the differential «i- 
agnosis of the nephrotic syndrome one must 
consider the nephrotic stage of chronic 
glomerulonephritis, L. E. nephritis, diabetic 
glomerulosclerosis, amyloidosis and _ lipoid 
nephrosis. The common functional disorder 
in these etiologically different diseases, re- 
sulting in common symptomatology, is path- 
ological permeability in the glomerular tuft 
which leads to proteinuria and an important 
protein loss. Reabsorption of protein and 
lipids from the tubular lumen produces a 
storage of hyalin droplets and lipid sub- 
stances in the tubular cells. This athrocy- 
tosis is the most evident morphologic feature 
of lipoid nephrosis and led to the wrong 
conclusion that this disease is a primary de- 
generation of the tubules. 

In closing I should like to emphasize that 
pyelonephritis very often superimposes on 
other renal diseases such as we have been 
discussing. It is of greatest importance to 
recognize this occurrence because the infec- 
tion can usually be successfully treated; un- 
less it is vigorously treated, complicating 
pyelonephritis may pose a greater threat to 
the patient than the primary renal lesion. 

Doctor Wolf: Thank you Doctor Bourda- 
kos. As you imply, controversy over the 
pathology of “true nephrosis” and “nephro- 
tic phase of renal disease” has been going on 
for some time. Perhaps Doctor Joel can 
clarify the problem further. 

Walter Joel, M.D.: Acute glomerulone- 
phritis is now considered to be an allergic 
disease. A history of infection with hemo- 
lytic streptococci two to three weeks previ- 
ously is usually found. Let us consider for 
a moment the anatomical changes in this 
disorder. Diffuse glomerulonephritis is gen- 
erally separated into three stages, acute, sub- 
acute and chronic. When we study such kid- 
neys in the acute stage, grossly they appear 
swollen, pale, and sometimes spotted with 
small petechiae. Both kidneys are affected. 
Microscopically we see swollen glomeruli 
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in’s space some- 
nes contains pro- 
n precipitates, red 
0d cells and white blood cells. The damage 
tubules is not very remarkable. The tissue 
tween the glomeruli, the interstitial tissue, 
pears less remarkable. This acute stage, 
acute glomerulonephritis, affects predomi- 
untly children and young adults. In 95 per 
sent of the cases there is recovery without 
any consequences. As long as the prolifera- 
tion is not exaggerated, the function of the 
glomerulus may be re-established. 


In the subacute stage which may follow 
the acute the proliferation is marked. Mic- 
roscopically we see crest formation, which 
means proliferation of the epithelium of 
Bowman’s capsule. Grossly, such kidneys 
are large, pale and edematous. The adhes- 
ions between the glomerular tufts are prom- 
inent. There is more prominence of the 
basal membrane and often there is more 
precipitation in Bowman’s space. The tu- 
bules are affected, showing degeneration on 
the lining epithelium. This degeneration is 
due to a lasting ischemia which is not re- 
versible because of exaggerated proliferative 
processes. The efferent vessels of the glom- 
eruli which supply the tubular epithelium, 
mainly the proximal and distal parts, show 
narrowing of the lumen. The resulting hy- 
poxia of the proximal tubules endangers their 
vital function—excretion and absorption of 
water, glucose, electrolytes, etc. Very often 
the acute stage is undetectable and then it 
seems that the sub-acute stage begins as 
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such. The outcome is fatal within six months 
to one year. 


If the acute glomerulonephritis shows no 
recovery, it goes into the chronic stage (4-5 
per cent) which represents a kind of healing 
stage, in the anatomical sense. Proliferative 
processes dominate the picture. The kidneys 
are contracted, due to loss of nephrons and 
scar formation. One nephron after another 
is destroyed. This process may last for 
years, until nearly all nephrons are de- 
stroyed and renal failure occurs. At the 
same time the arterioles become thickened, 
which complicates the microscopic picture in 
such a way that the pathologist is often un- 
able to decide whether this process is due 
to arteriolonephrosclerosis or chronic glom- 
erulonephritis. These patients invariably 
die in uremia in a few years. 


We should consider nephrosis as a ne- 
phrotic stage of glomerulonephritis even 
though sometimes the glomerular changes 
may be less apparent and the degenerative 
changes of the tubular apparatus more re- 
markable. Pathologically both kidneys are 
affected. Grossly they appear enlarged. The 
capsule strips easily. On cut surface the cor- 
tex appears broad and pale. Histologically 
all stages of tubular degeneration up to ne- 
crosis of the lining epithelium are seen. 
These changes are most severe in the proxi- 
mal convoluted tubules. The _ interstitial 
tissue may show congestion and edema. 
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Sometimes the glomeruli appear ischemic; 
usually no glomerular changes are seen with 
ordinary stain technique. 

The nephrotic concept is not well under- 
stood, but we believe that in most cases, if 
not all, the beginning is a mild and often 
undetected glomerulonephritis, 


The clue is cases of glomerulonephritis 
and nephrosis lies in the membrana propria 
surrounding the basal membrane of the 
glomerular tufts. Certain stains are helpful 
in detecting the minimal changes. Further 
studies by electron miscroscopy may lead to 
a better understanding of these conditions. 


Doctor Wolf: Thank you Doctor Joel. 
Doctor Hammarsten, into what category of 
diseases would you put our patient today? 


James F. Hammarsten, M.D.: I would 
agree that this patient shows the nephrotic 
syndrome. I have never heard of chronic 
pyelonephritis producing this picture. The 
evidence here would point to chronic glom- 
erulonephritis in the nephrotic phase. 


Doctor Wolf: I should like to ask Doctor 
Conrad if it is of any importance to dif- 
ferentiate etiology in advanced renal disease 
and if, by doing so, our therapy would be 
influenced. 

Loyal L. Conrad, M.D.: In the end stage 
of renal disease such a differentiation is of 
little practical importance. We treat the 
patient expectantly and symptomatically in 
any case. The dietary protein is regulated in 
accordance with the degree of azotemia and 
acidosis; salt and water balance is carefully 
regulated; anemia is corrected by transfus- 
ion when absolutely necessary ; symptomatic 
acidosis is ameliorated with careful alkali 
therapy; aluminum hydroxide may be use- 
ful in lowering phosphate absorption from 
the gut and thereby combatting acidosis. 


Early in the course of renal disease, how- 
ever, it may be of the greatest importance 
to make an exact diagnosis. The tragic ex- 
amples of untreated pyelonephritis and mis- 


’ 


managed “lower nephron nephrosis” point 


this out clearly. 

Doctor Wolf: Doctor Hammarsten, recent 
excitement in the field of renal physiology 
and therapy of nephrosis has centered 
around adrenal steroids. Would you give us 
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your views on their use in attempts to pro- 
duce diuresis? At this time you might also 
discuss the pathogenesis of edema in this 
condition. 

Doctor Hammarsten: Causation of edenia 
in the nephrotic syndrome is still a debatid 
matter. There are three main factors whi 
play a role. The hypoalbuminemia is cer 
tainly of importance in lowering onco' 
pressure. Recent evidence suggests that i 
creased activity of a salt retaining hormo: 
aldosterone, on the renal tubules may 
quite important. Lastly, increased produc 
tion of antidiuretic hormone has been imp!i- 
cated. 

It has been shown clearly now that ACTH 
and cortisone therapy may achieve a diuresis 
in a significant number of these patients. 
The mechanism of this effect is still unset- 
tled as far as I know. 


Doctor Wolf: Another mechanism which 
is also still unsettled is that of the anemia 
which occurs in uremia. Do you have any 
ideas on this, Doctor Conrad? 


Doctor Conrad: No, I do not know the 
answer to that problem. It is generally held 
that there is a “toxic depression” of the 
bone marrow, whatever that may be. It has 
also been recently shown that a hemolytic 
component is present in some cases. 


Doctor Wolf: This patient apparently had 
a good diuresis coincident with mercurial 
therapy. Is there any reason why mercurial 
diuretics should not be given to these pa- 
tients? 


Doctor Conrad: I would give them, but 
with some hesitancy. 

Doctor Hammarsten. I would not even 
hesitate. The important point here is wheth- 
er the mercurial is effective; if it is not, I 
would not persist in its use. Also, it should 
not be used if an imbalance of electrolytes 
exists. 

Doctor Conrad: That is what I meant by 
“some hesitancy”, that is, one must be 
sure of the electrolyte status. Considerable 
amounts of potassium may be lost in a mer- 
curial induced diuresis and further compli- 
cate the picture. I did not mean to infer 
that I was concerned primarily about toxic 
effects on the tubules. 
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EPIDEMIC RINGWORM of the Scalp 


“Dad, ringworm of the scalp apparently 

it the same as it was when you first be- 

n to practice.” This statement is the 

ought of many doctors in Oklahoma, 

pecially those at and near Purcell where 

e State Health Department has forced the 

lation of over 50 public school students 

fected with a treatment resistant type of 
ngus of the scalp. “Old time” remedies 
ch as iodine, Ammoniated Mercury, Wal- 
it stain, Clorox, etc., do not cure these pa- 
nts, even when employed by older doctors 
ho apparently used to effect cures with 
em. Even newer medicines which are ef- 
ctive against superficial fungus infections 
| other parts of the body do not, in the ma- 
rity of cases, effect a cure on the scalp in 
3s than 18 months, and sometimes longer. 

Most dermatologists, and others who have 

ad training in mycology, believe that more 
modern and scientific methods of detection 
would have shown that these patients previ- 
ously thought cured and non-contagious 
actually were still infected and capable of 
spreading ringworm to others. Also, the 
fungus most prevalent in the Purcell epi- 
demic is one found only sporadically in 
Oklahoma in the past, but in recent years 
it has been found much more frequently 
when microscopic examination and cultures 
are obtained from infected hairs. This fun- 
gus, Microsporum audouini, is the most com- 
mon cause of scalp ringworm in New York, 
Los Angeles, and other heavily populated 
areas. It is called by some “‘the human type” 
of ringworm, though it can be contacted 
from animals. The so called “animal type” 
of ringworm, Microsporum lanosum, the 
most common cause of ringworm of the 
scalp in Oklahoma, may be transmitted from 
person to person. 

There are several other less common types, 
some even more resistant to treatment than 
the Audouini. These may last a lifetime and 
be transmitted from parent to child for gen- 
erations, as reported previously in this 
journal by the author.' There also are types 
which clear up spontaneously in shorter time 
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than our common Oklahoma Lanosum infec- 
tions, which on an average last about 90 
days if treated. 

Fortunately, the two common forms of 
ringworm fluoresce when exposed to a 
Woods lamp (ultra violet light filtered 
through nickel and cobalt to emit a “black” 
light). Scales, medicines, powder, lint, etc., 
also fluoresce but not with the characteristic 
green shade that is caused by fungi. Many 
false-positive cases have been found where 
fluorescence is not green. but white or gray, 
and due to things other than fungus. On the 
other hand, some medicines applied will 
mask fluorescence, so that some cases are 
reported falsely as negative because the 
medicine covers up or neutralizes the green 
shade. Also, some cases have been reported 
as negative because examination has been 
made too soon. That is, it sometimes takes 
five to seven days after infection begins for 
the infected hairs to fluoresce because the 
focus of infection is below the surface of the 
scalp. There are some types of fungus in- 
fections of the scalp that do not fluoresce 
at all, but fortunately they are relatively 
rare. Where a doubt exists about the pres- 
ence of ringworm, all questionable hairs 
should be examined under a microscope and 
cultured on Sabouraud’s media. Fungi in 
hairs are very characteristic, so that when 
present one can be certain it is a fungus in- 
fection on immediate examination, but it 
usually requires a growth of seven to ten 
days on media to tell which fungus is 
present. 

The duration of fungus infection depends 
on several factors other than the type of fun- 
gus present. Among those factors are: 

(1) The amount of inflammation accom- 
panying the infection; roughly, the more the 
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inflammation, the shorter the duration. In- 
flammation is not always good, however, be- 
cause the more the inflammation, the more 
likely there is to be permanent baldness. 

(2) The age of the patient; roughly, the 
nearer the patient is to adolescence, the 
shorter the duration. This is not always 
true, because one 12 year old patient, just 
past menarche, had her infection over two 
years, and a four month old infant developed 
an inflammatory kerion and was free of in- 
fected hairs, microscopically and by fluor- 
escene, in four months. Adults get ring- 
worm caused by these common fungi, but 
very seldom in the scalp until senescence, 
when they again are as susceptible as chil- 
dren. One question that this imposes is: 
Why not treat these patients with matura- 
tion sex hormones? This has been attempt- 
ed many times by Reiss and others, and so 
far it has been unsuccessful. 

(3) Type of medicines used: There are 
many antifungus remedies, all of which are 
effective if they come in contact with the 
fungus. The problem is to get the medicine 
down into the hair follicle and in contact 
with the fungus in the hair. The author uses 
a “wetting agent,” Sodium Laury! Sulfate, 
with brisk rubbing of the medicine into the 
affected areas to aid in overcoming this 
problem. 

X-Ray Epilation 

Throughout the country it is conceded 
that the most efficient therapeutic measure 
in the treatment of Tinea capitis due to 
Audouini and other resistant fungi is with 
Roentgen ray epilation. In New York and 
in most areas where it is prevalent, x-ray 
therapy is routine in those children who 
qualify for this treatment. What is the pur- 
pose of x-ray epilation and how does it 
work? Before a hair is shed from a hair 
follicle, normally a new hair has developed 
and is present at its side in direct contact 
with the old hair. If the old hair is infected, 
then infection passes directly to the new 
hair, hence the infection can, theoretically, 
last indefinitely unless the old and the new 
hair are sluffed out spontaneously or due to 
medicinal irritation. 

The alternative is to carefully give x-ray 
therapy over the entire scalp, a procedure 
perfected by Kienbock and Adamson, and 
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retard the growth of the new hair for one 
or two months, so that transmission of i 
fection will be interrupted. Contrary to pop 
lar belief, x-ray therapy in this manner dows 
not kill the fungus, but merely prevents iis 
spread to new hairs. X-ray therapy stro; 
enough to kill the fungi also would be stro: 
enough to be injurious to the scalp. Als», 
contrary to popular belief in Oklahom., 
there is relatively little danger of havin: 
permanent baldness if epilation is done pro) 
erly by experienced dermatologist. Sin 
there are so few physicians in Oklahom: 
qualified to do x-ray epilation, the Stat 
Health Department cannot recommend this 
therapy and was, therefore, compelled io 
establish some form of isolation of the af- 
flicted which may last four or five years. 

In non-epidemic areas, as in Oklahoma 
City, the Health Department recommends 
that the child affected with ringworm of any 
type may be allowed to go to school if the 
head is covered at all times with a stocking- 
cap-like garment and an anti-fungal med- 
icine is applied until the patient has three 
weekly negative examinations by a compe- 
tent mycologist. 


To answer anticipated questions on Roent- 
gen ray therapy, the children must be very 
quiet while this is being administered, since 
there is an overlapping of radiation fields. 
Sometimes sedation is necessary before 
treatment is started. By using the Keinbock- 
Adamson Technique, hundreds of cases in 
the New York area are epilated each year 
and none have permanent baldness. Only 
those which were mishandled before the tech- 
nique was developed have had any difficulty 
of this type. When x-ray is properly ad- 
ministered the hair continues to grow for a 
short time, then sometime between the 15th 
and 25th day a general defluveum of hair 
takes place. Within the next 10 days all of 
the hair comes out of the scalp, leaving it 
entirely bald. Three hundred to four hun- 
dred Roentgen Units are used per area, de- 
pending on the age of the patient. The head 
remains bald for one and one-half to two 
months, sometimes slightly longer, then new 
hairs will begin to grow. Until there is a 
complete loss of hair antifungal medicines 
are employed. This procedure is not 100 
per cent successful, but usually if there are 
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‘esistant infected hairs, they are relatively 
‘ew in number, perhaps six or eight, and 
ese may be removed by desiccating the 
iir follicle, much in the same manner ladies 
ive their superfluous hair removed by elec- 
olysis. Some patients, as reported by der- 
» atologists in Texas, have had as many as 
ree x-ray epilations without having per- 
inent baldness. 


— ee ees 


Summary 


It is suggested that as an answer as to 
iy your treatments may have failed and 
that epidemics such as now exist in Pur- 
\l can be avoided, the following routine is 
ggested: 
(1) The scalp should be examined under 
e Woods lamp to see if there is a greenish 
iorescence of the hairs. 
(2) Questionable hairs, flourescent or 
herwise, should be examined directly under 
e miscroscope using 10 per cent Sodium or 
itassium Hydroxide to clear the hair, then 
serve for fungus mycelia and spores. Cul- 
res should be made from these infected 
airs to determine which fungus is present, 
and when it is determined which is present, 
the parents should be advised as to the ex- 
pected outcome. A medicine should be used 
which will not only kill the fungus when 
coming in direct contact with it, but which 
can be incorporated into wetting agent so 
that it will penetrate the hair follicle and 
stimulate some inflammation. The scalp 
should be shampooed daily so that infected 
hairs and scales will be washed off. The 


child should wear a stocking cap day and 
night to prevent spreading the infection to 
other children and to prevent spreading it 
over his own body. 


Public Health Aspects 

Tinea capitis should be made a reportable 
disease. When an epidemic is suspected, city- 
wide survey of all school children should be 
made. Cultures should be performed before 
isolation or Roentgen epilation is adminis- 
tered. Barbers should be told about the epi- 
demic and cautioned to be on the look-out 
for lesions of the scalp. The barbers should 
be prohibited from cutting the hair of a 
child who has or is suspected of having ring- 
worm infection. (There is no known simple 
chemical method of: sterilizing a barber’s 
clippers.) Children should wear hats as a 
precaution against infection in public places 
such as picture shows, churches, buses, etc. 
Infected dogs, cats and other animals should 
not be allowed near children. Their infected 
hairs and scales should be destroyed, if pos- 
sible, before children are allowed to play in 
an area where an infected animal has been. 
It is recommended that no child be permit- 
ted to return to school without adequate cov- 
erage of the infected areas until he is en- 
tirely free of the infection—at least three 
examinations with negative results one week 
apart should be obtained before the child 
can be considered cured. 


REFERENCES 


Shackelford, P. O.; Morgan, R. J.; Young, C. Jack; Lamb, 
John Tinea Capitus Due to Trichophyton Schoenleini 
(Favus) in Oklahoma Journal Oklahoma State Medical 
Association, February, 1953 


Small Plastic Plug Replaces Silver Tracheotomy Tube 


The ungainly and uncomfortable silver tube 
used to maintain an airway in postpolio- 
myelitic patients has, in some cases, been 
replaced by a small inconspicuous plastic plug. 

Drs. Henry J. Jacobs and John E. Affeldt, 
Hondo, Calif., reported in the (June 30) 
Journal of the American Medical Association 
on the use of the plug in 114 postpoliomyelitic 
patients. 

The tube or plug is used to prevent healing 
and closure of an artificial opening, called a 
tracheostoma, in the trachea. The opening, 
made through the throat, allows paralytic 
patients to breathe. 
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The new plug overcomes several disadvan- 
tages of the older open silver tube. The plug 
is smaller and made of polyethylene plastic 
which does not cause a tissue reaction or 
leave a bad taste or odor. The plug, held in 
place by a chain or tape tied around the neck, 
facilitates neck movements. Because it does 
not touch the back of the trachea, it gives 
some patients the feeling that air is obtained 
more readily. 

“A beneficial cosmetic effect’ from the 
new plug is noted among women patients. It 
is smaller and its color makes it less conspicu- 
ous than the silver tube, they said. 





— Special wy * icle 


The Prevention and Treatment of 


INJURIES « ATHLETES 


The two previous articles in this series 
have dealt with the justification for athletic 
programs and primarily with the extremely 
important phase of prevention of athletic 
injuries which of course would be the ulti- 
mate goal in any program. If the injury 
cannot be prevented, what things must be 
done to minimize the effects of the injury. 
What treatment can be carried out by the 
dector to accomplish this end? 


Early Detection of Injury 


If injury cannot be prevented, the first 
important step is early detection of the na- 
ture and degree of the injury. The golden 
time to examine an athlete for injury is at 
the time he is hurt. Frequently, this first 
examination is by the coach or the trainer. 
He must conscientiously and objectively ex- 
amine the player to determine as well as is 
possible the extent of his injury. Is it seri- 
ous enough that he should be removed from 
the game? Should he be seen by a physici- 
an? May he be strapped up and returned 
to competition? To err is human but the 
margin of error can be drastically reduced 
by a realistic consideration of the individual 
injury. Wishful thinking has no place in 
evaluation of injury since too much is at 
stake. The player is eager to continue and 
should not be deprived unnecessarily of this 
privilege. Still it is better to err on the side 
of conservatism since a little time will usual- 
ly solve the problem. 

If the injury sidelines the player, what 
then? If the program does not include a 
skilled trainer, by all means the injured per- 
son should be examined by a physician at 
once. When you, the physician, are called, 
what then? If you are to treat injuries you 
must form the habit of early examination. 
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The too prevalent custom of packing in ice, 
or strapping until the next day is a danger- 
ous one. Frequently, prompt, careful exami- 
nation will make the diagnosis easy. Several 
hours, or days, later swelling, edema, hemor- 
rhage and pain may make it very much more 
difficult to reach an accurate evaluation of 
the location and extent of the injury. 

So, the first step in a successful program 
is early examination and prompt treatment. 
The habit of treating Saturday’s injuries on 
Monday is to be deplored. Once treatment 
is decided upon, carry it our confidently. If 
consultation with a specialist is needed, seek 
it promptly so that the specialist too may be 
able to take advantage of the optimum time 
for treatment. Once treatment is instituted, 
it should be carried out to its completion, 
with no compromise because of extrinsic 
pressures. 

The following concepts of treatment have 
been found by me to be of great value: 

1. The goal must be complete recovery. 
I have heard learned doctors say that fol- 
lowing a severe injury a player should not 
expect nor indeed be permitted to return to 
competition. This is specious reasoning. To 
many an athlete this means a complete 
change in his career. Would you blithely tell 
a medical student or interne to change his 
career if you, by a better effort, could make 
such a change unnecessary? These boys are 
entitled to medicine’s best effort. 
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2. Avoid expediency. Too often the de- 

sion as to treatment may be unduly in- 
‘‘uenced by immediate considerations. The 

ayer’s desire to compete, over-optimism, 
‘.ilure to recognize impending permanent 
sability, interference with school attend- 
ce, even convenience may be the deciding 
‘sector when objective medical evaluation 
ould rule. 

3. The best treatment must be done. 
‘his seems rather obvious but often we find 

rselves saying, “Well, that ligament should 

repaired but—”. That fateful “but” may 
ake the difference between some lesser per- 
nt of recovery and return to normalcy. 

4. The physician must acknowledge the 

portance of restoring competitive ability 

the player. If he does not, he has no busi- 

ss treating athletic injuries. A concert 

anist would not trust his hands to one who 

lieved that piano playing is unimportant. 
\ vital link is formed between patient and 
doctor when there is unanimity of opinion 
as to the importance of the goal sought. 

5. Treatment must be prompt. Unneces- 
sary delay, once decision has been reached, 
or in fact, unnecessary delay in making a 
decision is not compatible with good results. 
We have been able to show conclusively that 
delay very often spells the difference be- 
tween success and failure of treatment. 

But hold! Will such a program be accept- 
ed? Certainly, but not without some time 
and effort on the part of the doctor. He 
must be able to show conclusively that the 
program is better, not for the doctor, but 
for the school, the coach, and especially for 
the player himself. This may require edu- 
cative effort, it will require time. The doc- 
tor himself must be prepared to cooperate 
fully with ability and interest. Then, as the 
doctor improves his program, the trainers 
and coaches will see the result. The injured 
knee regains unimpaired function. The 
sprained ankle responds to treatment and a 
short complete lay off is followed by normal 
function as opposed to a limping, ineffectual 
season. 

The coach will note that prompt treat- 
ment restores the player more rapidly in 
the long run. Usually, the substitute is a 
more effective player than the crippled 
star. So, rehabilitation of the star is worth 
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a period away from the game. 

The player will not fear the doctor who 
has a sympathetic and understanding atti- 
tude. He notes that his buddy gets well. 
He soon takes treatment for granted. He 
expects to get well. The player will accept 
your recommendation for treatment, and 
you must be prepared to take the responsi- 
bility for it. 

These are not idle dreams of Utopia. This 
can be done and has been done. It must be 
our aim to make it the rule, not the excep- 
tion. Nor does it require a full scale, uni- 
versity type, training program. It does re- 
quire an able, conscientious coach, and a 
physician who will interest himself in the 
peculiar problem of the athlete. 

It is obviously impossible to detail here 
treatment for all the various injuries to 
which an athlete is subject. However, I 
would like to discuss in some detail the treat- 
ment of one of the most common—ankle 
sprain. By analogy this can be used as an 
example for the treatment of other injuries. 

One of the most frequent injuries to ath- 
letes is the “sprained ankle”. As has been 
noted, careful taping (Fig. 3) and wrapping 
(Fig. 2 )of the ankle will serve to minimize 
the injury and usually prevent complete liga- 
ment rupture or dislocation. However, the 
foot and ankle are quite susceptible to in- 
version injury resulting in some degree of 
damage to the lateral ligament. 

Suppose our athlete remains on the ground 
clutching his foot and complaining of his 
leg and foot. What do we do next? Of 
course, the coach or trainer will see him 
first. He must decide if it is a simple muscle 
cramp or a major ligament injury. To play 
it safe, he pulls him out of the game and 
examines him at leisure. Perhaps the phy- 
sician will see him now. What to do? When 
the physician first sees him, be it at that 
time or within the next several hours, a 
careful, complete examination must be made 
to determine the location and degree of in- 
jury. In order to clarify our thinking on 
any individual case, it is wise to classify 
ankle sprains into mild, moderate, and se- 
vere. 

A mild ankle sprain is one in which there 
has been a partial tear of some element of 
the ligament but without any actual weak- 
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ening of strength of the involved structure. 
Here we find rather minimal symptoms. 
The swelling will be slight. Tenderness will 
be localized. There will be mild disability. 
The player will probably jump to his feet 
and try to exercise his ankle to “work it 
out”. Careful examination will reveal no 
abnormal motion, some pain on reproduction 
of the force of the sprain, usually inversion, 
and x-ray will of course be negative. This 
is the case where no very extensive treat- 
ment is necessary and is the type which 
gives such dramatic results from some one 
of the local treatments which have been 
popularized in the past few years. In this 
type of case, if there is a local swelling, local 
tenderness, the doctor can inject the area 
with novocain and hyaluronidase to diffuse 
the hematoma. The ankle can be effectively 
strapped (Fig. 4) and activity allowed at 
once, even to the extent of letting the athlete 
resume playing. This of course, presumes an 
accurate and correct diagnosis that there is 
no real weakness of the ligament. Prob- 
ably, a safer procedure would be to carry 
out this treatment, strap him up (Fig. 4), 
and limit his activities for a day or so while 
encouraging him to be on his foot. Local ap- 
plication of ice is not necessary, but will re- 
lieve the pain if pain is an element. Ade- 
quate strapping should be carried out until 
the tenderness has completely disappeared. 
This type of case presents no problem once 
diagnosed. The big problem is to be sure 
that it is a mild sprain and that you are not 
treating a severe injury while laboring un- 
der the misapprehension that it is of little 
consequence. 


The second classification of sprain is a 
Moderate Ankle Sprain, in which there is 
an actual tear of a single fasciculus or sev- 
eral fasciculi of the ligament but in which 
the ligament is not completely torn. This in- 
cludes a large group with a wide difference 
in degree of injury since for the ligament 
to prevent abnormal motion, it need have 
only a relatively small part of its substance 
intact. The history will usually reveal that 
there has been a sharp inverson of the ankle. 
The player will fall to the ground with im- 
mediate, severe, pain. He may be able to 
stand and put his weight directly on it but 
any effort of actual function will be quite 
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painful, particularly if the ankle or foot 
tend to fall into inversion and plantar flex- 
ion. Swelling is prompt and severe as her- 
orrhage takes place through the lacerated li- 
ament area. On examining the player, n 
the very early stage, there will be rather 
sharply localized tenderness with miark d 
pain on inversion of the foot. Swelling rap- 
idly supervenes and may be quite diffu-e 
all over the top of the foot and on the later :| 








The Louisiana wrap requires a 100” web ankle 
wrap. Figue 1 is the start (A) of the wrap, cross- 
ing the top of the ankle above the lateral malleolus 
(B), around under the heel from the inner side (C) 
Figure 2 crosses the dorsum of the foot (D) around 
the inner side of the ankle above the internal malleo- 
lus (E). Figure 3 crosses the outside of the heel under 
the plantar surface of the foot (F) to terminate at 
(G) the starting point. The wrap then continues 
until the bandage is exhausted with suitable over- 
lapping of the turns so that one turn is not directly 
superimposed over the one beneath it. This appli- 
cation should be made snugly but not tight enough 
to interfere with circulation. It may be made over 
a heavy sock, care being taken to avoid wrinkles. 
A little practice will determine the degree of tension 
necessary. 

Illustrating two basic principles of the basket 
weave or gibney type of taping. For preventive 
strapping, the tape should be about as high as 
remedial strapping for an ankle sprain, the vertical 
the athlete intends to run.* 


*Training Room Manual, Cramer's of Gardner, Kans 
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side. Soon vessel spasm and edema spread 
iroughout the area of tenderness so that 
1e whole side of the ankle and foot is pain- 
il. The location of the sprain can be de- 
rmined early by pin point location of the 
nderness. This is not possible after a few 
urs. Any attempt at motion is painful, 
it in the early stage motion not causing 
rain on the torn ligament will be pain free. 
-ray will be of no value unless it happens 
show a sprain-fracture where a portion 
bone has been torn off with the ligament. 
' here will be no abnormal motion demon- 
rable by x-ray. 


Treatment of such a condition must go far 

yond that of a mild sprain where the aim 

largely relief of the symptoms. There are 

o elements in treatment. One is to relieve 

e present injury, the second to prevent 

irther injury. The ligament may have lost 
8) per cent of its strength and slight further 
injury may result in complete laceration. 

cal treatment in this type is extremely 

iluable also. Injection of the area early 
with novocain and hyaluronidase will reduce 
he swelling and prevent extensive swelling 
and expedite recovery. Injection should be 
done only by the physician. However, great 
care must be taken that the local injection, 
by sereening the symptoms, does not also 
screen the degree of injury. Your judgment 
as to the degree of injury must be based on 
the symptoms before the injection rather 
than after because such a case injected and 
then permitted to return to play may actually 
suffer a very serious injury, even disloca- 
tion of the ankle. Local treatment in such 
a case should not be followed by early am- 
bulation. The general regime would be for 
the doctor to infiltrate the area with novo- 
cain and hyaluronidase. Then apply band- 
age with moderate pressure and enclose in 
an extensive ice pack. The use of an ice 
pack for 12 to 24 hours will markedly short- 
en the recovery period, the hyaluronidase 
on the one hand permits diffusion of the 
blood, the ice pack prevents increased bleed- 
ing. Nor does this mean simply placing an 
ice bag on the foot, the extremity should be 
packed in ice, either directly on the skin, or 
directly over the pressure bandage, care be- 
ing taken that the pressure bandage is not 
too tight. As soon as the swelling is con- 
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trolled, the ankle should be adequately splint- 
ed. To some degree the extent of the injury 
can be determined in the next few days by 
the amount of local reaction. In the ordinary 
case, splinting should be continued for a 
few days until the swelling subsides. At 
this time, if further evaluation reveals that 
there has been actual ligament damage, a 
walking cast should be applied. The point 
may be made that this is unnecessarily dis- 
abling. However, if the person has had a 
bad sprain of the ankle, the disability is es- 
sentially complete for the first couple of 
weeks anyway. No amount of strapping or 
encouragement to function is going to ac- 
tually result in function to the extent of par- 
ticipation in sports. Complete rest for a 
shorter period of time will be well worth 
while, not only in shortening the period of 
mobility, but in diminishing the chance of 
any permanent disability. 

Following the removal of the walking cast 
after 7-10 days, if there is still local ten- 
derness the ankle should be adequately strap- 
ped. Very careful protective strapping 
should be continued until all the symptoms 
have completely subsided. By virtue of the 
fact that the patient has been walking all 
the time, his rehabilitation will be rapid. 

If the original injury is treated thus ade- 
quately, there is little reason to fear the re- 
curring ankle sprain which is so commonly 
seen and which can be so extremely disabling 
to one who needs strong stable ankles. 

The third class of ankle injuries is Severe 
Ankle Sprain. This consists of an injury in 
which there has been a complete tearing of 
the lateral ligament. The findings here will 
be essentially that of the more extreme type 
of moderate sprain; that is, tenderness, 
swelling, pain on reproduction of the force 
of the injury, but all these symptoms will be 
more severe. Disability will be immediate, 
although here too direct weight bearing may 
not of necessity be particularly painful. If 
examination is carried out very early, ab- 
normal motion can be demonstrated and x- 
ray picture will often help determining 
whether the ankle actually rocks open lat- 
erally (Fig. V). X-ray with similar degree 
of tension made on the injured ankle com- 
pared to a picture of its fellow may readily 
show hypermobility permitted by the tearing 
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of the ligament. Here too, the injection of 
novocain and hyaluronidase is advisable to 
speed up the absorption of blood. After 
novocain has been infiltrated, more careful 
examination may elicit motion, since pain 
will be minimized. 

Fortunately, this degree of tear of the 
ankle is not frequent in athletes, since the 
ankle strapping and wrapping serves to pre- 
vent the extreme displacement which causes 
this type of injury. However, it does hap- 
pen sometimes with complete tearing away 
of the ankle wraps or strapping. 

It should be borne in mind that the x-ray 
may well be negative if careful positioning 
of the patient is not made to show the ab- 
normal degree of motion (Fig. VII). In the 
inversion type of injury, there will be a rock- 
ing open motion of the lateral part of the 
ankle. 

In an eversion injury, there will be a sep- 
aration of the ankle mortise by virtue of the 
fibula moving away from the tibia, the talus 
being displaced laterally on the internal 
malleolus and tibia (Fig. VI). 

This severe type presents a very serious 
problem for treatment and we are coming 
more and more to the conclusion in the ankle, 
as we have so definitely shown at the knee, 
that the best treatment is early and complete 
repair of the involved ligament. If this is to 
be done, it should be decided promptly and 
done at once. Surgical repair certainly will 
serve to minimize the period of disability and 
also to assure complete recovery. Should non- 
surgical treatment be elected, then treatment 
again should be local injection, support, ice 
packing, and when the swelling in controlled, 
splints followed by walking cast. It will be 
necessary to wear the cast considerably long- 
er and to keep the strapping on considerably 
longer in these cases of complete severence 
of the ligament. 

It should be re-emphasized that surgery in 
these cases should not be left to the last re- 
sort. If the ligament is permitted to heal 
before it is decided that surgery is necessary, 
the surgical procedure must be a reconstruc- 
tion, which is very much less successful than 
a repair. The tendency of a ligament com- 
pletely torn is to retract, with the ends fold- 
ing in on themselves, sometimes being ac- 
tually caught in the joint. Even if the liga- 
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ment does repair completely, it will fre 
quently repair too long and the result wil 
be an unstable ankle, ill fitted to the a 
duousness of an athletic career. 

In all these ankle injuries, rehabilitatio 
is an important factor. Obviously in a mi! 
type of sprain the rehabilitation is carrie 
out by early weight bearing and very litt! 
restriction of activity. In the more dama, 
ing ankle injury, the rehabilitative peri 
must be somewhat dependent upon tl 
length of time that immobilization has bee 
necessary. It has been mentioned above tha 
use of a walking cast prevents atrophy o! 
the other muscles of the extremity. Quadri 
ceps exercises are readily done with the foot 
in the cast, the cast providing the necessar) 
weight for resistance to the quadriceps 
When the cast is removed, rehabilitation can 
be concentrated on the ankle and should con- 
sist of resistive exercises to the limit of tol- 
erance with a gradual increasing of the 
weight not omitting the adjuncts of heat and 
massage and other circulatory stimulants. 

If surgery has been carried out, ordinarily 
the cast will be removed at the end of about 
three weeks and rehabilitation can be begun 
promptly. In fact, rehabilitation following 
surgery for repair of the ligaments can be- 
gin much more promptly than it can where 
non-surgical treatment has been employed. 
It has frequently been said that a ligament 
injury is worse than a fracture. This, of 
course, is a finger directly pointed at the 
fact sprains are less adequately treated than 
fractures. If our ligament injuries are treat- 
ed with as much painstaking care as our 
fractures, we will find that we will get as 
good, if not better, results. 

A careful history of that case having pain- 
ful recurrent sprains of the ankle to the 
point where the athletic ability is markedly 
impaired, will usually reveal that there has 
been an inadequately treated sprain of that 
ankle sometime in the past. 


Postscript 


The shortcomings of this series of articles 
on the prevention and treatment of athletic 
injuries is wholly recognized. There has 
been no intention to completely cover the 
field of treatment of athletic injuries. The 
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action while exerting a single and lesser action on the sympathetic 
system: (1) parasympathetic effector; (2) parasympathetic ganglion; 
(3) sympathetic ganglion (see arrows). 
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PRESIDENT’S LETTER 


I hesitate to append the letter concerning education, knowing full well I may meet with a 
more humiliating death than did Biblical Stephen. But, the fan mail was so terrific—three let- 
ters—I must accede to the demands of my ego. 

“Why Johnny Can’t Read” has caused a worthwhile stir over the country. Able psycholo- 
gists tell us that the I.Q. of youngsters is higher than ever. If that premise is true, then 
Johnny can’t because he has never been, is not being, and probably won’t be, stimulated by 
we parents. Youngsters have a keen curiosity which we stifle by no’s or indifferent answers. 
A little of this and they take the high road. We must learn what type of reading our child 
enjoys. This may cost us a television program or two. Then, we must see to it that well writ- 
ten books along the desired lines are constantly within reach. Good books arouse curiosity. If 
he wonders, say, about embalming, get a book on the subject. The author may mention how 
they did it in Pharaoh’s time. Another book concerning the history of Egypt is now neces- 
sary, and so on, ad infinitum, and, what do you know, we have an internationally known arch- 
eologist in our home. It is possible, and if we do not accept possibilities and risks in lieu of 
certainties—ho, hum. 

We must consult with the teachers, and accept qualified opinions—this may be painful. 
We must learn our youngsters’ capabilities—more pain—but we must be honest with the child, 
then—two and two makes four. We must then insist that their qualifications and abilities be 
taxed to the limit. It is less painful to learn in youth than to be ignorant in age. If it devel- 
ops that our youngster is capable of training only, I assure you our schools are loaded with 
vocational instructors, but we must take this warning—all evidence at hand strongly suggests 
that handicraft production is meaningless in an industrial society, except as a hobby or ther- 
apy. If there is a possibility that “Johnny” might be the recipient of an education, then he 
must study the basic and fundamental subjects, with emphasis on the spoken and printed word, 
i.e., composition, driving technique, vocational math, psychology, problems of democracy, et 
cetera, are all fine for extra work, but should not be accepted, and are not by the better col- 
leges, as graduating credits. Then when Johnny comes home belly-achin’ about the tough 
teachers, we should rush to the school and congratulate them. The teachers have been encour- 
aged to play it safe, even though it had meant putting blinders on the students. If discipline 
is maintained in the home and classroom, if the material is adequately presented in the school, 
if studies are complemented by outside reading, then and then only will “Johnny Read.” 

Above all we must let our children “grow up” naturally — they become worldly wise soon 
enough—instead of loading them with social obligations so that in our mind’s eye, they appear 
POPULAR. 

Educators as a group seem to lack the necessary vision, courage, energy and FUNDS. This 
may sound like a blanket condemnation . They have not been able to obtain the necessary assis- 
tance or support from the helter, skeltering, scurrying American families—there is a great de- 
mand for baby sitters. So, like tumbling tumbleweeds, they have just drifted along and “Johnny 
Can't Read.” 

Concerning the financial structure of our schools in Oklahoma, moneys must be obtained— 
not found—at once so that we may enter the competitive makets for educators. This is easily 
outlined on paper but our legislators are gun shy. 1. Remove the homestead exemption law— 
compromises can be made if proved necessary. 2. Equalize pre-assessment of property. 3. The 
tax and profit on liquor sold from package stores could be earmarked for our educational sys- 
tem. A change in the Constitution would be necessary but no constitution can remain adequate 
forever. 

I am not a paragon—just a maker of mistakes. 


Spa, Jor, exe Dv B. 


President 








308 Journal of the Oklahoma State Medica! Association 

















anxiety is part 
of EVERY ILLNESS' 


The physically sick patient faces two stresses—the sickness and the 
anxiety that it brings.’ All too often, the anxiety is a threat to the 
patient’s progress. It may intensify symptoms, give uncertainty to 
therapy , and impair rapport. ‘ 


To combat the anxiety component of physical illness, EQUANIL pro- 
motes equanimity, relieves muscle tension, and encourages normal 
sleep.? By these specific actions, EQUANIL gives breadth to the treat- 
ment program—expands the physician’s resources. 

Supplied: Tablets, 400 mg., bottles of 50. 

Usual Dose: | tablet, t.i.d. 


l. Braceland, F.J.: Texas State J. Med. 51:287 (June) 1955. 
2. Lemere, F.: Northwest Med. 54:1098 (Oct.) 1955. 

















Wyeth 


Meprobamate 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 *Trademark 


anti-anxiety factor with muscle-relaxing action 


: 
: 
: 








Injuries to Athletes 
(Continued from Page 306) 


major aim has been to emphasize again the 
extreme importance of adequate programs 
for the care of athletes and to deplore the 
too causal, more or less self regulated, train- 
ing regimes which are present in so many 
athletic setups. 


We wish to compliment the coaches and 
trainers and the personnel of the schools in 
general for a sincere effort to improve the 
situation. Many of the colleges and some 
high schools in Oklahoma have very excel- 
lent and adequate programs and it is our 
hope that these programs can be gradually 
extended into more of the schools. The fi- 
nancial problem has been helped some by the 
improving extent of the insurance coverage 
of most of the athletes in schools of the State. 
Certainly these insurance companies are 
vitally interested in prevention. It may be 
that support can be obtained from some as- 
sociation of insurance carriers to finance 
educative and adequate preventive pro- 
grams. As has been so aptly said, we have 
never truly solved a problem until we have 
learned how to prevent it. 


Finally, I would like to pay a tribute to the 
steadily improving program at our own Uni- 
versity of Oklahoma. Director Bud Wilkin- 
son and his staff have at all times had as 
their greatest interest, the welfare of the 
individual players on their squads. I have 
never known of an instance where they 
would willingly allow a player to participate 
to his detriment, or of a case where they 
failed to heed the recommendation of the 
trainer or physician as to whether or not a 
player was physically able to go. The Train- 
ing Department under Mr. Ken Rawlinson 
is indeed a stimulation. I would whole- 
heartedly recommend to anyone really in- 
terested in setting up a better program that 
they use it as an example of true coopera- 
tion between coach, trainer, and physician. 


The physical condition of our youth is 
vital to the welfare of our country. We must 
steadily push forward toward its improve- 
ment. 
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HAVE YOU HEARD? 


A. L. JOHNSON, M.D., was elected medic: | 
chief of staff of Park View hospital in }| 
Reno at the regular monthly medical staif 
meeting. 

J. T. PHELPS, M.D., was selected as vice 
chief of staff, and O. J. HAKE, M.D., wis 
elected secretary. All three officers will serve 
during the fiscal year of 1956-1957. 

CHARLES ED WHITE, M.D. received notice 
of his election to the American College « 
Obstetrics and Gynecology. 

JACK D. HONAKER, M.D. entered the gen- 
eral practice of medicine and surgery as a 
partner of GEORGE A. TALLANT at the Fred- 
erick Clinic in Frederick, Okla. 

WILLIAM L. BOND, M.D., Oklahoma City, 
has recently been certified by the American 
Board of Obstetrics and Gynecology. 

ROBERT H. ADAMS, M.D., Oklahoma City, 
recently received a Fellowship in the Ameri- 
can Industrial Medica! Association. 

ROBERT L. ANDERSON, M.D., Tulsa, ROBERT 
H. FURMAN, M.D., and WANN LANGSTON, 
M.D., recently received their Certificates of 
Fellowship in the American College of Chest 
Physicians. 


Colorado State Medical 
Association Meet Set 


Members of the Oklahoma State Medical 
Association are invited to attend the Colo- 
rado State Medical Society’s 86th Annual 
Session to be held September 5-8, 1956 at 
the Stanley Hotel, Estes Park, Colorado. 

Eight distinguished guest speakers will 
address the assembly. 





Bellevue Convalescent Hospital 
Completely Air Conditioned 


Providing 
Professional Care and Personal Attention for 
Convalescent, Chronic and Medical Patients 


436 N.W. Twelfth Street 
Oklahoma City, Oklahoma 
RE 6-8320 
Jas. R. Ricks, M.D. Norman L. Thompson 
Medical Director Owner and Manager 
Mrs. Dade Thompson, Asst. Mgr. 
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Atal Activities 


REPORT ON ACTIONS OF A.M.A. 


John F. Burton, M.D., Oklahoma City, 
\ as elected to the Council on Medical Serv- 

» of the American Medical Association at 
tie 105th Annual Meeting held June 11-15 
Chicago. Doctor Burton succeeds the late 

C. Scott, Jr., M.D., of Texas. Among the 
ajor subjects acted upon by the House of 
‘legates of the A.M.A. were hospital ac- 
c. editation, evaluation of graduates of for- 
e gn medical schools, private practice by 
nedical school faculty members, federal aid 
t. medical education and premature pub- 
ity on new drugs. 

David B. Allman, M.D., surgeon of At- 
ntic City, N.J., was named unanimously 
president-elect for the coming year. He 
will succeed Dwight H. Murray, M.D., of 
Napa, Calif. 

The House of Delegates selected Doctor 
Walter L. Bierring of Des Moines, Iowa, as 
recipient of the 1956 Distinguished Service 
Award of the American Medical Association. 
A past president of the A.M.A., he was hon- 
ored for his achievements in the fields of 
public health and medical examining board 
work. 

Total registration at the end of the fourth 
day of the meeting, with half a day still to 
go, had reached 22,394, including 9,793 prac- 
ticing physicians and 12,601 residents, in- 
terns, medical students and guests. 


Hospital Accreditation 


The House of Delegates approved the re- 
port of the Committee to Review the Func- 
tions of the Joint Commission on Accredita- 
tion of Hospitals, which was appointed by 
the Speaker as a result of action taken at 
the June, 1955, meeting. The Committee 
came to the following conclusions: 

1. Accreditation of hospitals should be 
continued. 

2. The Joint Commission should main- 
tain its present organizational representa- 
tion. 
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3. The Board of Trustees should report 
annually to the House of Delegates on the 
activities of the Joint Commission. 

4. Physicians should be on the adminis- 
trative bodies of hospitals. 

5. General practice sections in hospitals 
should be encouraged. 

6. Staff meetings required by the Joint 
Commission are acceptable, but attendance 
requirements should be set up locally and 
not by the Commission. 

7. The Joint Commission should not con- 
cern itself with the number of hospital staffs 
to which a physician may belong. 

8. The Joint Commission is not and 
should not be punitive. 

9. The Joint Commission should publi- 
cize the method of appeal to hospitals that 
fail to receive accreditation. 

10. Reports on surveys should be sent 
to both administrator and chief of staff of 
hospital. 

11. Surveyors should be directly em- 
ployed and supervised by the Joint Commis- 
sion. . 

12. Surveyors should work with both 
administrator and staff. 

13. New surveyors should receive better 
indoctrination. 

14. Blue Cross and other associations 
should be requested not to suspend full bene- 
fits to non-accredited hospitals until those 
so requesting have been inspected. 

15. The American Medical Association 
should conduct an educational campaign for 
doctors relative to the functions and opera- 
tions of the Joint Commission. 

16. The Committee also suggests that 
the American Medical Association and the 
American Hospital Association encourage 
educational meetings for hospital boards of 
trustees and administrators either on state 
or national levels to acquaint these bodies 
with the functions of accreditation. 
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17. This Committee asks to be dis- 
charged upon submission of this report to 
the House of Delegates. 

The House also approved a reference com- 
mittee suggestion that the following state- 
ment be added to strengthen the report: 

The Committee recommends that the com- 
missioners to the Joint Commission on Ac- 
creditation of Hospitals, appointed by the 
Board of Trustees of the American Medical 
Association, urge that Commission to study: 

1. The problems of the exclusion from 
hospitals and arbitrary limitation of the 
hospital privileges of the general practition- 
er, and 

2. Methods whereby the following stated 
principles may be achieved: 

The privileges of each member of the 
medical staff shall be determined on the basis 
of professional qualifications and demon- 
strated ability. 

Personnel of each service or department 
shall be qualified by training and demon- 
strated competence, and shall be granted 
privileges commensurate with their individ- 
ual abilities. 


Graduates of Foreign Schools 


The House of Delegates approved in prin- 
ciple a program for the evaluation of gradu- 
ates of foreign medical schools seeking hos- 
pital positions in the United States. The 
proposed program was developed by the Co- 
operating Committee on Graduates of For- 
eign Medical Schools, representing the 
A.M.A. Council on Medical Education and 
Hospitals, American Hospital Association, 
Association of American Medical Colleges 
and Federation of State Medical Boards of 
the United States. 

The following principles were emphasized 
by the Council on Medical Education and 
Hospitals in its report recommending A.M.A, 
paticipation in the program: 

1. Although the responsibility to share 
educational opportunities in medicine is rec- 
ognized, the primary concern must be for the 
health care of the American public. Thus, 
before assuming responsibility for the care 
of patients as interns or residents, all gradu- 
ates of foreign medical schools (immigrants, 
exchange students and American graduates 
of foreign medical schools) should give evi- 
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dence, as nearly as can be measured, of ha 
ing reached a level of educational attai 
ment comparable to that of students in 
American schools at the time of graduatio 

2. The primary objection of this Com- 
mittee is to devise an effective mechanisn 
for measuring educational attainment in the 
absence of intimate and continuing know|- 
edge of the educational background of for- 
eign-trained physicians. 

3. It is not intended that this mechanism 
be applicable to those foreign medical scho»] 
graduates in this country as temporary stu- 
dents participating in programs of medical 
and related studies in recognized universi- 
ties, medical! schools and postgraduate 
schools, who by the very nature of their 
study are not involved in the responsibility 
of patient care. 

The proposed plan calls for establishment 
of a central administrative organization to 
evaluate the medical credentials of foreign 
trained physicians desiring to serve as in- 
terns or residents in American hospitals. 


Private Practice by Medical School 
Faculty Members 


Another major action by the House in- 
volved the problem of private practice by 
medical school faculty members, which has 
been under study by the Committee on Med- 
ical and Related Facilities of the Council on 
Medical Service. 


Federal Aid to Medical Schools 


One of the most controversial subjects of 
debate on the floor of the House was a reso- 
lution expressing strong opposition to S. 
1323, a bill in Congress providing for one- 
time, matching grants to medical schools for 
construction purposes. The Association in 
recent years has been supporting such legis- 
lation in principle, with certain reservations 
concerning details of some provisions. The 
House reaffirmed that policy by approving 
a reference committee statement which said: 

“We appreciate the intent with which this 
resolution was introduced, but at the same 
time we feel that there are many economic 
and geographical factors involved, which 
might not make this resolution practical on 
a national level. Inasmuch as no evidence 
was offered to this Committee to justify a 
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change in the previously declared policy of 
the House of Delegates, your Committee 
recommends: that this resolution be not 
adopted.” 


Premature Drug Publicity 
The House adopted a substitute resolution 
which read in part: 

In view of the tremendous number 
of new drugs being developed and the ex- 
panding research programs in medical col- 
leges, clinics and hospitals being financed 
by the drug industry, it is imperative that 
the manufacturer and the medical profession 
develop cooperatively guiding principles 
which will protect the American people from 
being subjected to the premature release of 
information pertaining to new products or 
techniques. 


Miscellaneous Actions 

Among many other actions on a wide va- 
riety of subjects, the House also: 

Approved a Board of Trustees statement 
on Social Security which included the fol- 
lowing: “It is imperative that we distinguish 
clearly between this problem of coverage of 
physicians and the far more dangerous dis- 
ability proposal.” 


Hathaway and Cox Honored 


W. G. Hathaway, M.D., Lone Grove, and 
J. L. Cox, M.D., Ardmore were presented 
life memberships in the Oklahoma State 
Medical Association in recognition of 50 years 
of active practice in the field of medicine. 


M. E. Robberson, M.D., Wynnewood, dis- 
trict vice councilor of the Oklahoma State 
Medical Association presented the certifi- 
cates. 


Doctor Cox graduated from the Univer- 
sity of Tennessee School of Medicine, Mem- 
phis, Tenn., in 1906 and began his practice 
at McMillan in Marshall County soon after. 
He came to Ardmore the following year. 


Doctor Hathaway received his medical de- 
gree from the University of Arkansas, Fay- 
etteville. He practiced at Provence and 
Pooleville before going to Lone Grove. 
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Authorized the Committee on Federal 
Medical Services to make a continuing study 
of all aspects of VA medical activities under 
the basic policy established in June, 195 
and suggested reconsideration of the ter 
porary exceptions made at that time with 
respect to neuropsychiatric and tuberculous 
disorders. 

Recommended that the Board of Trustees 
select New York City as the place of the 
1961 annual meeting. 


Opening Session 

At the Monday opening session Doctor 
Elmer Hess, outgoing A.M.A. President, 
warned that the medical profession must be 
prepared to face an all-out drive by some 
labor groups for national compulsory health 
insurance. Doctor Dwight H. Murray, then 
President-Elect, told the House that general 
practitioners and specialists must guard 
against “any cleavage within our profes- 
sion,” and he urged strength through unity. 

Doctor Lowell T. Coggeshall, special as- 
sistant to Secretary Marion B. Folsom of 
the U. S. Department of Health, Education 
and Welfare, assured the House that the 
over-all medical objectives of HEW are in 
accord with those of the A.M.A. 





Pictured left to right is W. G. Hathaway, M.D., 
Lone Grove; J. L. Cox, M.D., Ardmore and M. E. 
Robberson, M.D., Wynnewood, presenting the life 
memberships. 
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500 Participate in 
Group Life Program 

Approximately 500 members of the Okla- 
homa, State Medical Association elected to 
qualify for the group life insurance program 
with the Massachusetts Mutual Life Insur- 
ance Company. The program, which became 
effective March 15, provides group life in- 
surance for $10,000 for those members un- 
der age 60 and $7,500 for those beyond that 
age up to attaining age 65. In addition, the 
plan provides accidental death benefits, dis- 
memberment provisions and waiver of prem- 
ium in the event of total disability. 

Each member can automatically convert 
his policy to any permanent plan of insur- 
ance in the event of termination of member- 
ship or upon attaining age 65. 

New members of the Association are eli- 
gible without a physical examination if ap- 
plication is made within 30 days after be- 
coming a member. Those who are now mem- 
bers of the Association can apply for this 
coverage, which would become effective on 
the 15th of the month, on the basis of a 
health statement. Those over 40 can qualify 
after securing a physical examination. 

Inquiries concerning this program should 
be addressed to: J. Hawley Wilson, CLU, 
c/o Oklahoma State Medical Association In- 
surance Trust, 1240 First National Building, 
Oklahoma City, Okla. 


Psychiatrists Elect Officers 


Milford S. Ungerman, M.D., of Tulsa was 
elected President of the Oklahoma Society of 
Neurologists and Psychiatrists and the Okla- 
homa District Branch of the American Psy- 
chiatric Association for the vear 1956-1957. 

Other officers include: John Gray, M.D. 
of Tulsa, Vice-President; Harold Sleeper, 
M.D., Oklahoma City, President Elect; and 
Charles A. Smith, M.D., of Norman, Sec- 
retary and Treasurer. 

Hayden H. Donahue, M.D., Oklahoma City 
will serve as delegate and Doctor E. P. Henry 
of Tulsa as alternate delegate for the District 
Branch. 

The Executive committee member is Doc- 
tor H. F, Flanigin of Tulsa. 
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31 Counties Pay 
Building Fund Assessment 

Since the passage of the $35.00 Building 
Fund Assessment by the House of Delegates 
in May, 1955, 31 counties have paid in ful), 
The Assessment was imposed upon all dues 
paying members in order to construct a new 
state headquarters building without having 
to borrow money and paying thousands of 
dollars in interest. 

The following counties have reached the 
100 per cent paid mark: 


Adair Hughes Nowata 
Atoka Johnston Pittsburg 
Beaver Kingfisher Pushmataha 
Blaine Kiowa Roger-Mills 
Caddo Lincoln Rogers 
Choctaw Love Sequoyah 
Coal Major Tillman 
Delaware Mayes Wagoner 
Ellis McClain Washington 
Greer McCurtain Woodward 
Harmon Noble 


Percentage-wise, the half-dues paying 
members have been most responsive to their 
obilgation. Although they are required to 
pay only half of the Assessment, in accord- 
ance with the Constitution and By-Laws, 142 
out of 153 have already remitted their checks. 
This figure represents 93 per cent of the 
total number of this membership classifica- 
tion. 

Oklahoma and Tulsa Counties are running 
very close on the full assessment from a per- 
centage standpoint, having 83 per cent and 
80 per cent of their respective memberships 
paid in full. In the counties other than Okla- 
homa and Tulsa, 80 per cent of the member- 
ship has made its contribution, which brings 
the state-wide percentage to approximately 
82 per cent. 

Many physicians have expressed unusual 
interest in the construction of the new build- 
ing. Contributions have been received from 
numerous Honorary and Life Members who 
were not obligated by the House of Delegates 
to pay any portion of the Assessment. Also, 
there have been many physicians who have 
contributed more to the fund than their man 
datory obligation. 

Collection of the Assessment is now being 
turned over to the secretaries of the county 
medical societies. Under the Constitution 
and By-Laws, the secretaries will be unable 
to accept 1957 dues from any unpaid member. 
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A.M.A Board Approves 
Foreign Medical School Aid 


At a recent meeting of the American Med- 
ical Association Board of Trustees the Board 
approved the long-sought program for evalu- 
ating foreign medical school graduates and 
also the planning for the administration of 
a program as proposed by a Cooperating 
Committee on Graduates of Foreign Medical 
Schools. 

The Committee was composed of represen- 
tatives of the A.M.A. Council on Medical 
Education and Hospitals, the Federation of 
State Medical Boards of the U.S., the Amer- 
ican Hospital Association and the Associa- 
tion of American Medical Colleges. 

After almost two years of intensive study, 
the Committee submitted its final report 
which has already received favorable action 
from all of the four parent organizations. 

The proposed program is designated to 
clear up two important facts regarding each 
foreign medical graduate who wishes to 
come to the United States as an intern or 
resident or in any other position that. in- 
volves medical care of the American public: 

1. The medical credentials of a bona-fide 
medical school. 

2. By examination, a foreign medical 
graduate must demonstrate that he has med- 
ical knowledge equivalent to that demanded 
of graduates of schools in the United States. 

It is planned that this evaulation service 
will be established within an independent or- 
ganization whose affairs will be directed by 
a Board of Trustees designated by the four 
organizations. The Committee hopes that 
this planning will be implemented shortly so 
that the evaluation service can become an 
effective mechanism within the next year. 

There has been a continuing influx of 
foreign-trained physicians to the United 
States for a long time. At present, there are 
more than 6,000 such physicians in this 
country on temporary visas serving as in- 
terns or residents. It is estimated that more 
than half of this group entered during the 
past year and the remainder represent those 
who have been here for more than a year. 
All foreign-trained physicians here on tem- 
porary visas are supposed to return to their 
native countries on completion of their in- 
ternship or residency training. 
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Two Oklahoma Communities Get Aid 
From Medical Practice Loans 


Local physicians in Drumright and Skia- 
took, Oklahoma have received grants from 
the Sears-Roebuck foundation to assist in 
building their medical facilities. 


These grants were made under the 1955 
plan of assistance which the foundation, in 
cooperation with the American Medical As- 
sociation, introduced last September. The 
foundation grants long-term, unsecured 
loans to physicians to supplement their per- 
sonal funds or local financing which cannot 
cover the entire cost of starting practice. 


The screening and selection of applicants 
is done by a 17-member advisory board of 
physicians from all sections of the country, 
named by the A.M.A. board of trustees. 


Loans last year went to 18 doctors who 
are setting up 10 practice units in eight 
states. 


These loans have been established in small 
towns in northern Georgia, southwest Colo- 
rado, northern Texas, southwest Michigan, 
southeast New York, Connecticut and Se- 
attle, Washington. 


There are two kinds of loans: one brings 
medical care and facilities to communities 
where none exists, and one retains existing 
care and facilities in communities about to 
lose them. 


In the future more emphasis will be placed 
on helping doctors locate in communities 
without medical care. 


Requests for assistance will be evaluated 
on professional qualifications of the appli- 
cant, the availability of medical service in 
the community, the extent of community 
participation in establishing the proposed 
unit and the soundness of the plans proposed 
for providing medical care. 


In addition, there is another group of ap- 
proximately 1,000 foreign-trained physici- 
ans who enter each year as immigrants or as 
American citizens returning after complet- 
ing their medical education abroad. 


Journal of the Oklahoma State Medical Association 





F. A. Hudson Awarded Honorary Membership 


“In Recognition of the 
)istinguished Service in 
the Practice of His Profes- 

on,” Doctor F. A. Hudson 
vas awarded an Honorary 
niembership in the Okla- 
homa State Medical Asso- 

ition. 

The certificate in the 

rm of a plaque was pre- 

nted to Doctor Hudson 

his home May 23. 

Pictured left to right: 

M. Hodgson, M.D., Coun- 

or; George Ross, M.D., 

resident, Garfield-King- 

sher County Medical So- 

ety; R. C. Baker, M.D., 

Secretary of the Society 
and F. A. Hudson, M.D., 

eated). Others present 
included his family and 

enry T. Russell, M.D., Vice-Councilor and a 
few intimate friends. 

At the request of Doctor Ross, Councilor 
Hodgson delegated the authority of presen- 
tation of the award to Doctor Baker, a fellow 
Honorary member. Doctor Baker reviewed 
briefly the services of Doctor Hudson and 
his accomplishments during his medical 
career in Enid. 

Doctor Hudson has been practically in full 
retirement since March 13, 1952 when he 
incurred a fractured hip in a fall. 


Bacon Made 
Honorary Member 


O. G. Bacon, M.D., Frederick, was made 
honorary lifetime member of the Rotary 
club. 

Doctor Bacon is completing 50 years as a 
physician and was also awarded a plaque in 
commemoration of services which included 
the delivery of over 5,000 Tillman county 
babies. 

Doctor Bacon completed medical school at 
Louisville, Kentucky in 1907 and began 
practicing at Davidson the following year. 

After serving in World War I he moved 
to Frederick in 1920. 
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ca ths 


CLIFFORD C. FULTON, M.D. 
1902-1956 

Clifford C. Fulton, M.D., Oklahoma City 
physician and surgeon, died June 22 in the 
Medical Research hospital. 

Doctor Fulton was born in Atoka Septem- 
ber 21, 1902, and was a graduate of the Uni- 
versity of Oklahoma and the Rush Medical 
School, Chicago, Illinois. 

Doctor Fulton was a member of St. Paul’s 
Episcopal church, the Oklahoma City Golf 
and Country club, the Men’s Dinner club, and 
served as a captain in the Navy in World 
War II. 

He was also a member of the American 
Board of Surgery, the National Board of Med- 
ical Examiners and a fellow of the American 
College of Surgeons. 


CHARLES BYRON HILL 
1870-1956 

Charles Byron Hill, M.D., long-time Guthrie 
physician and surgeon, died June 26. 

Doctor Hill was born December 1, 1870 in 
Marshall County, Illinois and was a gradu- 
ate of Kansas City Medical college and served 
in the Missouri Regimental Hospital corps 
during the Spanish-American War. 

He was a member of Albert Pike Lodge No. 
162, a 33rd degree Mason and 2a member of 
the Oklahoma Consistory. 


GUY PERRY MCNAUGHTON, M.D. 
1887-1956 

Guy Perry McNaughton, M.D., Miami, phy- 
sician, passed away May 21. 

Doctor McNaughton was born December 
18, 1887 in Miami. He graduated from the 
Memphis Hospital Medical College in Mem- 
phis, Tennessee and did his internship at 
Rockefeller Institute in New York. 


GEORGE M. RAHHAL 
1917-1956 

George M. Rahhal, Atoka physician, passed 
away June 27 after several months illness. 

Doctor Rahhal became head physician at 
the Oklahoma penitentiary after serving in 
the U.S. Army as Captain. In 1950 he came 
to Atoka. 
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Doctor Rahhal was born at Mardjuan, Leb- 
anon and came to the U. S. in 1938 and was 
naturalized in Oklahoma City in 1944. 

Survivors included his wife, two sons, three 
brothers, and three sisters. 


WILLIAM JAMES ROGERS 
1872-1956 

William James Rogers, M.D., Connersville, 
died June 6. 

Doctor Rogers was born at Marietta, Mis- 
sissippi and practiced medicine in Conners- 
ville since 1897. 

Survivors included his two daughters, thre« 
sons and one brother. 


HARRY DILLMAN BOSWELL 
1883-1956 

Harry Dillman Boswell, M.D., long-time 
Henryetta physician, died July 4, after a long 
illness. 

Doctor Boswell was born in Naponee, Ne- 
braska February 25, 1883 and came to Hen- 
ryetta in 1917. He received a Bachelor of 
Science Degree from Nebraska State Univer- 
sity in 1908 and a medical degree from North- 
western Medical School at Chicago in 1912. 
His first practice was in Bradford, Illinois. 

Doctor Boswell was a member of the Amer- 
ican Medical Association, past president of 
the Rotary club and of the Okmulgee County 
Medical Society and a member of the Ameri- 
can Legion. 


WILLIAM J. BRYAN, JR., M.D. 
1896-1956 

William J. Bryan, Jr., M.D., retired Tulsa 
physician, died July 4 after several months 
of illness. 

Doctor Bryan was born in Abilene, Texas 
and graduated from Washington and Lee Uni- 
versity and the Baylor University medical 
school. He studied post graduate work at 
Johns Hopkins University, Baltimore, at Bos- 
ton University and the University of Vienna. 

He was a fellow in the American College of 
Physicians and in the American Geriatrics 
College. He was certified by the American 
Board of Internal Medicine and a member of 
the American Dibetic Association. 
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PROCEEDINGS OF THE HOUSE OF DELEGATES 


of the 
OKLAHOMA STATE MEDICAL ASSOCIATION 


CLOSING SESSION 

The Closing session of the 63rd Annual Session of 
the House of Delegates of the Oklahoma State Med- 
ical Association was called to order at 7:30 p.m., 
in the Hall of Mirrors, Municipal Auditorium, Okla- 
homa City, Oklahoma, Sunday, May 6, by the Speak- 
er of the House, Clinton Gallaher, M.D., Shawnee. 

The Credentials Committee reported a quorum 
present. 

Doctor Gallaher advised that he had been in- 
formed that the nomination of the 7th Councilor Dis- 
trict for Vice-Councilor was not in order as the 
nominee was not in residence in that District, and 
that it would be necessary for the delegates from 
the 7th District to caucus again and submit another 
name for Vice-Councilor. 

Doctor Gallaher called for the introduction of ad- 
ditional guests. None were presented. 

The Speaker then announced that in the Report- 
ing of the Committees at the afternoon session, one 
had been overlooked. This was the report of the 
Special Committee appointed to study the operation 
of the Grievance Committee. 

Doctor Gallaher called upon George Garrison, 
M.D., Oklahoma City, Chairman of the Committee 
to Study the Operation of the Grievance Committee. 
Doctor Garrison made the following report. 


REPORT OF COMMITTEE TO STUDY OPERATION 
OF GRIEVANCE COMMITTEE 


Oklahoma State Medical Association 
Your Committee makes the following recommenda- 
tions: 

1. The name will remain the same—Grievance 
Committee of Oklahoma State Medical Association. 

2. Increase the number of members of this com- 
mittee to seven. There shall be a regular monthly 
date of meeting. 

3. In order to increase the number of members 
and to provide better geographical distribution we 
would suggest that two councilor districts as they 
now exist be combined for the purpose of making 
seven areas in the State. One member of this com- 
mittee shall be selected from each of the new areas. 
To accomplish this we would combine present coun- 
cilor districts 1 and 9, 2 and 8, 3 and 4, 5 and 14, 
13 and 12, 11 and 10, 6 and 7. 

4. The term of members shall be for three years 
except for the initial appointments which will be 
staggered one, two and three years with the pro- 
vision that no member shall serve more than two 
consecutive terms. Appointment to fill out an un- 
expired term and the original shorter terms shall 
not be considered as a regular term in this calcu- 
lation. 

5. Selection of the members of this committee 
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shall be made by the executive committee of th 
council with due consideration being given to ex 
perience in the affairs of medical organization i: 
Oklahoma. Judicial temperament, geographical lo 
cation (urban, rural), type of practice, and age. 

6. Eligibility—members of the O.S.M.A. are no 
eligible to sit on the Grievance Committee unles 
they have had ten years of membership in th 
O.S.M.A. and have held some official position in the 
local or state organization. 

7. The member representing the district from 
which a grievance is filed shall not have a vote on 
the case but should sit in on the hearing and dis 
cussion to answer questions and to represent th« 
interests of the physician charged. 

8. The committee shall, at its discretion, appoint 
a non-voting physician member to act as secretary 

9. When a matter is referred to a local com 
ponent society, that society shall within 30 days 
report its findings, and disposition back to the 
Grievance Committee. If the State Grievance Com- 
mittee is not satisfied that the matter has been 
properly adjudicated, it shall then refer the case 
to the Council with recommendations. 

10. The committee feels that the failure of a 
society member to respond to a request for appear- 
ance before the Grivance Committee shall be cause 
for citation of contempt and shall be referred to 
the Council. 

11. The committee recommends an amendment 
to Chapter 7, Section 5, of the Bylaws, concerning 
the duties of the council to accept complaints re- 
ferred by the Grievance Committee. 

12. Publicity—Your committee feels the para- 
graph titled ‘‘Publicity’’ in the pamphlet of the A.M.A. 
entitled “Guides for Medical Society Grievance 
Committees,” page 14, be followed in our publicity 
efforts. 

In an effort to carry out these recommendations, 
we are submitting herewith copies of amendments 
to the by-laws which are pertinent to this report. 


George H. Garrison, M.D. 
Alfred T. Baker, M.D. 
Ralph A. McGill, M.D. 
Frank Nelson, M.D. 
Wayne Starkey, M.D. 

At. the conclusion of the report Joe Duer, M.D., 
Woodward, moved: “That the report be amended 
to change the word ‘may’ to ‘shall’ have a medical 
secretary.”’ 

Motion seconded and carried. 

Marshall O. Hart, M.D., Tulsa, moved ‘“‘To amend 
the filing of grievance cases to limit the filing to 
the aggrieved party or in the case of a minor or 
incompetent, to the parent or guardian.’’ 

Motion seconded but did not carry. 
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Doctor Garrison moved the adoption of the Com- 
mittee Report as Amended. Motion seconded and 
carried unanimously. 

The next item of business was the report of the 
tesolutions Committee. John Burton, M.D., Okla- 
homa City, Chairman of the Committee, made the 
Report: 

Doctor Burton read the following Resolution which 

as submitted by Oklahoma County Medical So- 

ety: 


RESOLUTION 

WHEREAS, the Oklahoma State Program for aid 

those with defective or absent vision, has im- 

roved remarkably in the past 18 years, to the 

int where such program is considered a model 

r other states, and 

WHEREAS, such improvement is in great part 

ie to the untiring efforts of the State Supervising 

phthalmologist, Dr. Tullos O. Coston, 

THEREFORE, BE IT RESOLVED that the Okla- 

yma State Medical Association does hereby com- 

end Dr. Tullos O. Coston for exceptionally merit- 
ious service to the people of the State of Okla- 
yma and especially to the deserving blind, and 

BE IT FURTHER RESOLVED, that the Oklahoma 
tate Medical Association recommend that Dr. 

illos O. Coston be continued in his present duties 

relation to such a worthy cause, and 

BE IT FURTHER RESOLVED, that a copy of 
this resolution be sent to the Governor of the State 

Oklahoma, to the Oklahoma State Director of 
ublic Welfare, and to the Oklahoma State Com- 
misioner of Public Health. 

Doctor Burton moved the adoption of this resolu- 
tion. Motion seconded and carried. 

Doctor Burton read the following Resolution, sub- 
mitted by the Tulsa County Medical Society: 

WHEREAS, it has come to the attention of the 
Oklahoma State Medical Association that the House 
of Delegates of the American Medical Association 
may discuss an increase in A.M.A. dues at its meet- 
ing in June, 1956, at Chicago, Illinois, and 

WHEREAS, it is understood that only eighteen of 
the fifty-one state and territorial constituent med- 
ical associations have compulsory payment of the 
annual membership dues of the American Medical 
Association, and 

WHEREAS, it is understood that approximately 
thirty per cent or more of American doctors who 
are members of county and state medical associa- 
tions do not pay A.M.A. dues, 

NOW THEREFORE, BE IT RESOLVED, That 
the House of Delegates of the Oklahoma State Med- 
ical Association instruct its duly elected delegates 
to the American Medical Association to firmly op- 
pose any increase in the annual membership dues 
of the American Medical Association in 1956 or any 
future time, so long as the payment of A.M.A. dues 
continues to remain optional with the great majority 
of the members of state and territorial constituent 
medical associations, and that they be instructed 
to so vote on all questions calling for an increase 
of A.M.A. dues, and, 

BE IT FURTHER RESOLVED, That the dele- 
gates to the American Medical Association from 
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the Oklahoma State Medical Association make a 
formal report of the action, if any, in this matter 
at the 1956 meeting of the A.M.A. House of Dele- 
gates, said report to be rendered to the Council 
of the Oklahoma State Medical Association at the 
first appropriate meeting. 

Doctor Burton moved the adoption of this Reso- 
lution. Motion seconded and carried unanimously. 

Next was a Resolution from Washington-Nowata 
County Medical Society: 

RESOLUTION 

WHEREAS, there has been some question of the 
efficiency of the State Health Department in dis- 
tributing Salk Vaccine, and 

WHEREAS, many people have expressed a desire 
to secure these innoculations in private physicians 
offices rather than in public clinics; 

THEREFORE, BE IT RESOLVED that this As- 
sociation recommends that the State Health De- 
partment retain only enough Salk vaccine for in- 
noculation of the indigent and return all others to 
the Pharmaceutical houses for distribution to pri- 
vate physicians. 

Doctor Burton advised that the Committee felt 
that the intent of this Resolution had been covered 
in the report of the Council and therefore, approved 
the idea but rejected the Resolution. He moved the 
approval of this action of the Committee. Motion 
seconded and carried. 

Doctor Burton read the next Resolution: 
RESOLUTION IN REFERENCE TO 
VETERANS AFFAIRS 
WHEREAS, in many Veterans Administration hos- 
pitals the full time Medical staff employees are ren- 
dering bills to patients treated in the Veterans Hos- 
pitals who are covered by Workmen’s Compensa- 
tion insurance and also by private medical and 

hospital insurance, and 

WHEREAS, these fees collected are placed in 
various funds for the benefit of the staff, and 

WHEREAS, these benefits could well be sup- 
plied by the individual employees from his salary 
as his brother physicians in private practice are 
compelled to do, and 

WHEREAS, according to V. A. Reg. 6047-D 1, 
only veterans are eligible for treatment of non- 
service connected disability in veterans hospitals 
that are financially unable to pay, 

NOW THEREFORE BE IT RESOLVED, that the 
Oklahoma State Medical Association’s House of 
Delegates go on record as considering these pro- 
cedures unlawful and in direct violation of V. A. 
Reg. 6047-D 1, and 

BE IT FURTHER RESOLVED, that the Okla- 
homa State Medical Association instruct its dele- 
gates to the American Medical Association to bring 
this Resolution to the House of Delegates of the 
American Medical Association with the request that 
the Board of Trustees be requested to immediately 
appoint a Committee to confer with the Veterans 
Administration to stop this vicious procedure and 
report back to the House of Delegates at its next 
meeting. 

Doctor Burton moved the adoption of this Reso- 
lution. Motion seconded and carried. 
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Doctor Burton read the next Resolution whic 
was submitted by Canadian County Medical Society 
VETERANS CARE OF COMPENSATION 
CASES RESOLUTION 
WHEREAS it is the proposed purpose of the Ve' 
erans Administration to treat the medical conditic 
of veterans with service connected disabilities, and 
WHEREAS they have been treating veterans wit 
non-service connected disabilities when bed spac 

is available, and 

WHEREAS the Veterans Administration has been 
accepting patients in the State of Oklahoma co. 
ered by Workmen’s Compensation, 

BE IT HEREBY RESOLVED that the Oklahom 
State Medical Association goes on record as op- 
posing the Veterans Administration treating ve 
erans covered by Workmen’s Compensation, and 

BE IT FURTHER RESOLVED that any member 
of the Oklahoma State Medical Association who par- 
ticipates in the Veterans Administration program 
which treats veterans covered by Workmen’s Com 
pensation, shall be guilty of unethical practice and 
subject to all the rules and regulations governing 
unethical practice. 

Doctor Burton moved the acceptance of this Reso 
lution. Motion seconded and carried. 

Next was a Resolution submitted by the Associa- 
tions of Radiologists, Pathologists and Anesthesi- 
ologists: 

RESOLUTION 

WHEREAS, the American Medical Association 
has emphasized that the practice of Pathology, 
Radiology and Anesthesiology are specialized 
branches of the practice of medicine, and 








organomercurial diuretics 
“... permit ingestion of 
enough salt to make food 
palatable; without them, 
many patients would lose 
their appetites, a conse- 
quence of the salt-free diet 
which has occasionally been 
known to cause serious 


malnutrition. > 


* Modell, W.: The Relief of Symptoms, Phil- 
adelphia, W. B. Saunders Company, 1955, 
pp. 265-266. 
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WHEREAS, lay organizations, including hospitals, 
cannot lawfully practice medicine in the State of 
Oklahoma or employ physicians to practice medi- 
cine in their behalf, and 

WHEREAS, many state Attorney Generals have 
rendered opinions that salaried employment of Path- 
ologists, Radiologists, and/or Anesthesiologists by 
hospitals or lay organizations, for the purpose of 
performing these specialized professional services, 
constitutes the unlawful practice of medicine by 
tne hospital or by the institution so involved, and 

WHEREAS services performed by Pathologists, 

adiologists, and/or Anesthesiologists to or for the 
patient should be classified as unalterably profes- 

onal in type, irrespective of individual contractual 
rangements made between these physicians and 
dividual hospitals, and 

WHEREAS, the Oklahoma Blue Cross Plan has 

rogressively broadened their benefits to include 

er-increasing segments of these professional serv- 
cises, thereby degrading these professional services 

the level of any other service performed by a 
non-professional paid hospital employee, and 

WHEREAS, the recent announcement by the Okla- 
homa Blue Cross Plan to the effect that benefits 

ill be increased to include “tissue examination’”’ 

hich is the last remaining vestige of professional 

rvice rendered by the Pathologist, and 

WHEREAS, the inclusion of ALL clinical and sur- 
sical pathology under Blue Cross benefits which, 
by definition, covers no PROFESSIONAL Services, 
necessarily implies that these services are no 
greater than any non-professional service performed 
by the hospital, and 

WHEREAS, by this method any other professional 
nedical service can be reduced to a status wherein 
it is compensible by hospital service plans, 

NOW, THEREFORE BE IT RESOLVED that the 
House of Delegates of the Oklahoma State Medical 
Association, duly assembled in Oklahoma City, 
Oklahoma, May 6, 1956, officially deplores and con- 
demns ANY inclusion of professional medical serv- 
ices under Blue Cross benefits, irrespective of con- 
tractural arrangements between any physician and 
hospital, and unless such professional services are 
removed from the present or any future Blue Cross 
contracts, then the Oklahoma State Medical Associa- 
tion will withdraw its sponsorship of the Oklahoma 
Blue Cross Plan. 

Doctor Burton advised that the Committee wished 
to modify the Resolution and make the last para- 
graph read as follows: 


“NOW, THEREFORE, BE IT RESOLVED that 
the House of Delegates of the Oklahoma State Med- 
ical Association, duly assembled in Oklahoma City, 
Oklahoma, May 6, 1956, officially deplores and 
condemns ANY inclusion of professional medical 
services under Blue Cross benefits.’ 

Docter Burton moved the adoption of this Resolu- 
tion as amended. 

Wayne Starkey, M.D., Altus, offered a substitute 
motion: “BE IT RESOLVED that it be unlawful 
for any Radiologist, Pathologist, or Anesthesiologist 
to enter into a contract with a hospital to render 
any professional services.”’ 
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After some discussion Doctor Starkey reworded 
his motion: ‘“‘That it be unethical practice for any 
member of the profession to render service to a 
hospital and be paid by the hospital and let the 
hospital collect for it, where it may be interpreted 
as the hospital practicing medicine.” 

After further discussion Doctor A. F. Baker 
moved: ‘‘That the amendment to the original motion 
be tabled.’’ Motion did not carry. 

A vote was taken on Doctor Starkey’s Amended 
motion. It did not carry. 

The speaker called for a vote on the original mo- 
tion for adoption of the Resolution as amended by 
the Committee. The motion carried. 

Doctor Burton moved the approval of the Report 
as a whole. Motion seconded and carried. 

The next item on the agenda was the report of 
the Committee on Constitution and Bylaws. 

Doctor E. H. Shuller, Chairman of the Committee 
made the report. He called to the attention of the 
House that changes in the Constitution could only 
be presented at this meeting and held over to the 
next meeting of the House of Delegates for final 
action. 

Doctor Shuller presented the first proposed 
amendment to the Constitution: 

“Article V—Section 1—House of Delegates 

Amend the Section by adding after the words 
“The Oklahoma Delegates’’ and before the word 
‘“‘to’’, the following: ‘‘and Alternates’’. 

He moved the adoption of this amendment. Mo- 
tion seconded and carried. 

Doctor Shuller read the next Amendment to the 
Constitution. 

“Article VI—Section 1—The Council 

The Council shall consist of one Councilor and 
one Vice-Councilor elected from each Councilor Dis- 
trict, the President, President-elect, Secretary- 
Treasurer, Speaker of the House of Delegates, Vice- 
Speaker of the House of Delegates and the Dele- 
gates and Alternates of the Oklahoma State Medi- 
cal Association to the American Medical Associa- 
tion.”’ 

Joe Duer, M.D., moved: ‘That the Vice-President 
be included.’’ Motion seconded and carried. 

Doctor Shuller moved the adoption of the Amend- 
ment as amended. Motion seconded and carried. 

Doctor Shuller read the next Amendment which 
has been submitted: 

Amendment to the By-laws—Individual Duties of 
Councilors, Chapter VII—Section 4 

“Amend Section 4 by adding the following words 
to the Title: ‘and Vice-Councilors’.”’ 

Amend the section by adding the following sen- 
tence at the end of the paragraph: ‘‘He may dele- 
gate or ask the assistance of the Vice-Councilor in 
the exercising of these duties.” 

Doctor Shuller advised the Committee recom- 
mended deleting the last paragraph and adding the 
following: 

“The Vice-Councilor, on request of the Councilor, 
shall assist him in exercising his duties.” 

R. W. Goen, M.D., Tulsa, moved ‘‘That the motion 
be tabled until final action on the Constitution was 
voted on.’’ Motion seconded and carried. 
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— cellulitis, pyogenic derma- 
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garis; including strains resistant to all other 
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The next Amendments were in connection with 
the Grievance Committee and had been presented 
in the Report of the Committee to Study the Op- 
eration of the Grievance Committee: 


Amendment to Section VII 
Grievance Committee 

Sub-heading C—Disposal of Cases 

After paragraph 1, add a new paragraph: 

“When any case is referred by the State Griev- 
ance Committee to the local component Society 
for action, the Local component Society shall, with- 
in thirty (30) days, report its findings and disposi- 
tion back to the Grievance Committee. If the Griev- 
ance Committe is not satisfied that the matter has 
been properly adjudicated, it shall then refer the 
case to the Council with recommendations.”’ 

Following the above added paragraph 2, shall be 
paragraph 3, of sub-heading C—Disposal of Cases, 
as follows: 

“The failure of a Society member to respond to a 
request for appearance before the Grievance Com- 
mittee shall be sufficient cause for a citation for 
contempt and shall be referred to the Council.” 

Doctor Shuller advised the Committee recom- 
mended the adoption of this portion of the report. 
Motion seconded and carried. 

Doctor Shuller next read the following: 

“Amendment to Chapter VII (The Council) Sec- 
tion 5 (Collective Duties of Council), Sub-section 
(B) third sentence— 

“It shall hear and decide all questions of discipline 
affecting the conduct of members of component so- 
cieties and all matters referred to the Council on 
appeal from component societies or from the in- 
dividual councilors.’’ This is to be changed to read 
“component societies’? near the end of the sentence 
insert a comma, strike the word ‘‘or’’ and continue 
‘from the individual councilors or from the Griev- 
ance Committee.”’ 

Doctor Shuller recommended the adoption of this 
section of the Report. Motion seconded and carried. 

This concluded the Amendments in connection 
with the Grievance Committee. 

Doctor Shuller read the next proposed Amend- 
ment to the By-laws: 

Paragraph (c), Section 1 of Chapter X of the 
By-Laws: 

“Change the word between ‘of’ and ‘years’ to 
read one year instead of two years and that a sen- 
tence be added, immediately following that one, 
to read: ‘The qualification of not having been in 
the practice of medicine in excess of one year 
shall become effective on January 1, 1957’.”’ 

The Committee recommended the adoption of the 
change. Motion seconded and carried. 

The next proposed amendment was from Tulsa 
County. Doctor Shuller read it as follows: 

Section 2, of Chapter X of the By-Laws shall be 
amended to read as follows: 


Section 2. Amendments 


“The House of Delegates shall have the authority 
to levy special assessments on the membership pro- 
viding that a copy of the proposed special assess- 
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ment, setting forth the amount and purpose for 
which levied, shall be sent to all members of the 
Association at least thirty calendar days prior to 
the meeting of the House of Delegates at which 
authorized. Such assesments shall be on an equ! 
per capita basis except for those active members 
who are not required to pay more than one-haif 
of the regular years dues; this category of mem- 
bers shall be subject to pay one-half of all special 
assessments levied on active members. Special as- 
sessments shall be collected in the same manner 
as dues; provided, however, that the House of 
Delegates shall provide for the time of paying such 
an assessment and established date of delinquency) 
of same.”’ 

Doctor Shuller advised that the Committee recom- 
mended that this change ‘“‘not be made” and so 
moved. Motion seconded and carried. 

The next proposed amendment was from Garfield- 
Kingfisher County Society, as follows: 

“Chapter 1 Section 3, Sub-Section B of the By 
Laws” 

(1) Insert “‘life’’, thus making it read ‘honorary 
life members’’. 

(2) Delete ‘‘and whose service to humanity and 
his profession has been so unusually outstanding 
as to merit honorary recognition may be placed on 
the honorary membership roll’’, and inserting ‘‘and 
whose service to humanity and his profession has 
been conducted with dignity and honor may be 
placed on the honorary life membership roll.’’ 

(3) Omit Sub-Section C. This section has to do 
with the creation of life members. 

(4) Insert for Sub-Section C, the title ‘‘Certifi- 
cates of Accomplishment. Such Certificates of Ac- 
complishment should be initiated by a component 
society of the Association, presented for considera- 
tion and recommendation of the council and ap- 
proved by the council in a meeting prior to the 
annual session. Eligibility for such consideration 
is limited to those physicians who have been mem- 
bers of the Association for not less than the pre- 
ceding five years. Recipients of the certificates are 
still allowed all the privileges of members; many 
hold office and are expected to participate in the 
program of the Oklahoma State Medical Association 
as dues paying members. This Certificate of Ac- 
complishment to be limited to the recognition of real 
accomplishments in the field of medicine.”’ 

Doctor Shuller advised that the Committee recom- 
mended that this problem be tabled as of this meet- 
ing; that the new president of the Association be 
requested to appoint a Committee of three or more 
members to work out all details of this and sub- 
mit it to the House of Delegates next year with 
proper recommendations for adoption. He so 
moved. Motion seconded and carried. 

Doctor Shuller read the next proposed amend- 
ment to the By-Laws: 


“Chapter X, Section 1 of the By-Laws— 


Insert a new paragraph (b), re-designating the ex- 
isting paragraphs, to read: 
(b) Initiation Fee. 
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The next item on the Agenda was the election of 
Officers. 

The Speaker called for the election of President- 
Elect. 

E. H. Shuller, M.D., moved: That Doctor John 
Burton be elected by acclamation. Motion seconded 
and carried. 

The next office to be filled was Vice-President. 

Doctor A. L. Johnston of El Reno, moved: ‘That 
Doctor Forrest Etter of Bartlesville be elected by 
acclamation.’’ Motion seconded and carried. 

Next was the election of the Speaker of the House 
of Delegates. Doctor Gallaher asked the Vice- 
Speaker, Doctor Haynie, to take the Chair. It was 
moved, seconded and carried that Clinton Gallaher, 
M.D., Shawnee, be elected Speaker of the House of 
Delegates for a two year term by acclamation. 

Doctor Gallaher took the chair. He called for the 
election of the Vice-Speaker of the House. As there 
were two nominees for this office, it was neces- 
sary to elect by ballot. J. Hoyle Carlock, M.D., 
Ardmore, was elected Vice-Speaker of the House 
for a two year term. 

The next office to be filled was Delegate to the 
A.M.A. to fill the unexpired term of James Steven- 
son, M.D., Tulsa, deceased. As there were two 
nominees, it was necessary to elect by ballot. 


Wilkie Hoover, M.D., Tulsa, was elected. 


Next was the office of Delegate to the A.M.A. for 
a two year term. As there were also two nominees 


for this office a vote was taken by ballot. Wilkie 
Hoover, M.D., Tulsa, was elected. 


The next election was for Councilors and Vic»- 


Councilors from the Districts to re-elect. 


District No. 2, Powell E. Fry, M.D., Stillwater, 
was elected as Vice-Councilor to fill the unexpired 
term of Glenn McDonald, M.D., Pawhuska. 

For District No. 4, Joe Duer, M.D., Woodwar 
was elected Councilor and C. A. Traverse, Alva, wis 
elected Vice-Councilor, to succeed themselves. 

District No. 7, C. C. Young, M.D., Shawnee, wis 
elected Councilor. E. K. Norfleet, M.D., Sapulp 
nominated Paul Gallaher, M.D., Shawnee as Vicc- 
Councilor to replace the first nominee which was 
out of order. Doctor Paul Gallaher was elected 
unanimously. 

District No. 10, nominated Doctor Paul Kernel 
Holdenville, as Councilor and Doctor Claude I 
Lively of McAlester as Vice-Councilor, to succeed 
temselves for a two year term. They were elected 
unanimously. 

District No. 13, John B. Miles, M.D., Anadarko, 
was elected Councilor and Charles E. Green, M.D 
Lawton, was elected Vice-Councilor, to succeed 
themselves for a two year term. 

This concluded the election of officers. 


The Speaker asked the new officers to come to 
the front and be introduced. 


Following this the meeting was adjourned. 
Reported by Mary O’Leary. 
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Bool: Revi ews 


“THE TRUTH ABOUT CANCER” —by 
Charles S. Cameron, M.D.. (Publisher— 
Prentice Hall, Inc., Englewood Cliffs, 
New Jersey. $4.95.) 

Rarely has a book been written for lay- 
nen on a scientific subject which is as 
wthwhile reading as “The Truth About 
uncer” by Charles S. Cameron, M.D. Can- 
r calls for a greater degree of personal EVERY WOMAN 
ncern than any other disease. This meaty 
lume describes the nature, signs and 
mptoms of all varieties of cancer. It is WHO SUFFERS 
ncise in its coverage, coherent to the lay- 
men as well as the doctor, descriptive in an 
nazing manner and complete in its content. IN THE 
iackery in the diagnosis and treatment of 
alignant diseases is sanely discussed and 
e chapter on this teaches how to recog- MENOPAUSE 
ze and avoid the quack. Thorough discus- 
sion of the smoking problem and its relation 
to eancer is especially worthwhile. 

Charles Cameron, the author, is Scien- 
tific Director of the American Cancer So- 
ety. Before sacrificing a promising sur- 
gical career for this position he was a Me- 
morial Hospital trained surgeon of no mean 
ability. Following his stint in the U. S. widely used 
Navy as Chief of the Tumor Service at the g 
Brooklyn Naval Hospital, he was persuaded 
to take his present position of Scientific Di- 
rector of the American Cancer Society. He 
is a scholarly scientist, a superlative speaker AY AD OLCH 
and a giant in the American Cancer Society 
organization. All royalties earned by this 
book go to the American Cancer Society for 
its fight to defeat cancer through research, 
education and service to the individual. 

“The Truth About Cancer” is an excel- 
lent reception recom addition, informative 
but not frightening; accurate, complete and 
satisfying, yet not complicated reading. 







































DESERVES 


“PREMARIN: 





natural. oral 


By one national reviewer it is called “The 
Book Of The Year”. It is to be a “Book of 
The Month” credit selection although not 
“THE Book Of The Month”. The Doubleday 
Book Clubs, which consist of fifteen book 
clubs, including the Literary Guild, will use 
“The Truth About Cancer” in a special 
“Health Book Mailing.’—Gregory E. Stan- 
bro, M.D. 
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BELLEVUE IS MY HOME. Salvatore R. 
Cutolo, M.D., with Arthur and Barbara 
Gelb. 317 pages. Doubleday & Company, 
Inc., Garden City, New York, 1956. 


Doctor Cutolo, Deputy Medical Superin- 
tendent of New York’s Bellevue Hospital, 
tells the story of one of the world’s greatest 
hospitals which at one time was one of the 
most notorious. He has lived with it for 25 
years and traces its story from its begin- 
ning, 40 odd years before the American Rev- 
olution, to the gigantic institution it has 
grown to be. He tells of the song writer, 
Stephen Foster, being picked up as a bowery 
derelict; of the resourceful Nellie Bly who 
gained admittance as a patient in the “in- 
sane wards” and of her daring in exposing 
the shameful conditions she found there. He 
tells also of the miraculous recovery of a 
young woman elevator operator who plunged 
80 floors trapped in her car in the Empire 
State Building crash in 1945; and of the 


emergency facilities at the time of the burn- 
ing of the Normandie. Bellevue is staffed 
exclusively by members of the faculties of 
New York University School of Medicine, 
New York University Postgraduate Medical 
School, Columbia University College of Phy- 
sicians and Surgeons, and Cornell Universiiy 
Medical College. These visiting doctors vol- 
unteer their services in return for which 
they receive the privilege of doing research 
and, since every conceivable disease arrives 
at sometime at Bellevue, the opportunity for 
study is great. Several chapters are devoted 
to the place of religion in the care of pa- 
tients, in fact, the administrative machinery 
is set up to facilitate religious ministration. 
Doctor Cutolo believes that a doctor who 
practices religion practices better medicine. 
The author tells this story with humor and 
with an easy style which makes the book an 
easy and inspiring one to read.—Irma A. 
Beehler, Librarian, Tulsa County Medical 
Society. 


PHYSICIAN PLACEMENT 


The following physicians have expressed a 
desire to locate in Oklahoma. To the best of 
our knowledge, the names, addresses, qualifi- 
cations and availability are current and accu- 
rate. 


Additional information concerning most of 
these physicians is available in this office. 
Anyone interested in contacting these physi- 
cians may do so directly or may use the state 
office as an intermediary. 


Anesthesia 
Daniel B. Perry, Residence Quarters, Har- 
lem Hospital, New York, N. Y., age 48, 
Meharry Medical College, 1948, interned 
at Harlem Hospital, New York and served 
residency in anesthesia there, veteran, 
available December, 1957. 


Internal Medicine 


James E. Morris, Jr., 1034 Second St., S.E., 
Moultrie, Georgia, age 26, University of 
Tennessee College of Medicine, 1953, one 
year internal medicine residency, now 
serving military obligation, available Feb- 
ruary, 1957. 
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Pathology 


Jess D. Green, Jr., 1765 South Victor, Tulsa, 
age 32, George Washington University, 
1950, will finish four years pathology resi- 
dency in January, 1957. 


Pediatrics 


David Goldstein, 66 Lafayette Ave., Staten 
Island 1, N. Y., age 38, Long Island Col- 
lege of Medicine, 1949, two year residency 
in pediatrics, Board certified, available 
after Oct. 1, 1956. 


Surgery 


Edward Wendell Foster, 147 W. Main, Me- 
riden, Conn., age 62, Harvard University 
School of Medicine, 1924, certified by spe- 
cialty board, veteran, available now, would 
consider surgery, obs.-gyn., or general 
practice. 

Vernon L. Guynn, 2026 S. Second Ave., 
Maywood, Ill., age 32, University of Illi- 
nois, 1947, passed Part I of General Sur- 
gery Board, military obligation served, 
available Jan, 1, 1957. 
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yyd M. Saviers, 514 Lacewood Dr., Dallas, 
Texas, age 33, University of Oklahoma, 
1947, finishing third year residency at 
Methodist Hospital of Dallas, veteran, 
available September, 1956. 

‘hard A. Walsh, 250 Fourth St., Elyria, 
Jhio, age 31, New York University, 1948, 
‘ompleted Part I, American Board of Surg- 
ry. 


ms) 


Urology 
H.rry Emanuel Fisher, Jr., Box 161, Barnes 


Hospital, St. Louis 5, Missouri, age 33, 
University of Oklahoma, 1952, veteran, 


ivailable July 1, 1956. 





Henry Ernest Wolfe, Jr., 879 Rosewood Ave., 
Vallejo, Calif., age 34, Albany Medical Col- 
lege, 1947, board qualified in urology, avail- 
able upon separation from active duty, 
Aug. 15, 1956. 


Locum Tenens 


B. N. Shockley, 2009 N. Pearson Dr., Mid- 
west City 10, Oklahoma, age 27, Marquette 
University, 1952, will be available for 
seven months beginning November, 1956, 
or can work for a 30 day period any time 


prior to November. 


CLASSIFIED ADS 


AVAILABLE: Office equipment, established gen- 
eral practice. For details contact H. D. Moor, M.D., 
1409 N. Portland, Oklahoma City 7, Okla. Phone 
WI 2-2311 between the hours of 9:00 a.m. and 6:00 
p.m. 


NOTICE: Physician with long established general 
practice in downtown medical center in Oklahoma 
City, who is slowing up and nearly ready to retire, 
has good proposition for younger general practitioner 
qualified for obstetrics and preferably, also some 
surgery. Contact Key H, care of the Journal. 


WANTED: Regular Lab Technician. Salary good. 
Five day week. No calls. Medical Center, Bartles- 
ville, Okla., 421 S. Cherokee. Contact Mrs. Ruth 
Eaton. 
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WANTED ASSOCIATE: Retiring and desire an 
associate on percentage basis. Well established 
EENT practice, 50,000 city, doing nice practice. 
Eventually turn entire practice and equipment over 
to associate. Must be certified. Write Key J. care 
of the Journal. 


FOR SALE: Fischer x-ray and fluoroscope with 
portable Bucky, developing tank, leaded gloves and 
film box in good operating condition $400. Also ster- 
ilizers, film type electrocardiograph, Sanborn, many 
used instruments including special EENT equipment, 
Sine wave generator, book case, electric hot water 
heater and office desk. Wm. A. Matthey, M.D., 801 
Pershing Drive, Lawton, Oklahoma. 
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KNOWN and RESPECTED FOR A DECADE... 


ATLAS INJECTABLES 


Every ATLAS injectable is manufactured in our own new, ultra-modern 
laboratory under strictest controls. Continued research and testing assures 
the finest standard injectables as well as distinctive new formulae as they 
are perfected ... Potencies and purity guaranteed, yet a realistic pricing 
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Here is our latest Specialty... 


RESERPI 


Order today from our representative or direct from our manufacturing 
laboratories. Complete medical information sent upon request. 
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